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Dr. Simon Flexner 


HE clinician ministers directly to the 
cake of the sick, but today he depends, 
for much of his success, upon the labors of 
his professional brethren who have devoted 
their lives to research in the world’s great 
laboratories. 


Simon Flexner was born in Louisville, 
Kentucky, March 25, 1863, the son of 
Morris and Esther (Abraham) Flexner, 
who also, three years later, gave the world 
another famous man, ‘Abraham Flexner, 
the well-known educator and writer on 
pedagogics. 

Simon attended the public schools of 
Louisville and, when that part of his edu- 
cation was finished, entered the University 
of Louisville, from which he received the 
degree of Doctor of Medicine in 1889. Fol- 
lowing this, he studied at Johns Hopkins 
University and the Universities of Stras- 
bourg and Berlin. 

After his return to the United States, he 
was made associate professor of pathology 
at Johns Hopkins University, in 1895, and 
was promoted, three years later, to the 
professorship of pathologic anatomy. 

In 1899 he accepted the appointment as 
professor of pathology at the University of 
Pennsylvania and held this position until 
he was made director of the Rockefeller 
Institute for Medical Research, in 1903. 
He still holds this latter important post. 


In that same year he married Helen Whit- 
all Thomas. 


The list of the learned societies, both at 
home and abroad, of which the Doctor is a 
member would fill half a column. Among 
them are the American Medical Associa- 
tion, the American Association of Pathol- 
ogists and Bacteriologists, the Association 
of American Physicians (of which he was 
president, in 1914), the American Associa- 
tion for the Advancement of Science and 
the Congress of American Physicians and 
Surgeons. He presided over these two last- 
named bodies in 1919. 

He served in various advisory capacities 
during the World War, having been com- 
missioned as a Lieut. Colonel in the Med- 
ical Corps in 1917 and promoted to a 
coloneley in 1919. He is a Commander of 
the Legion of Honor, of France, and also 
has received a Japanese decoration. 

In 1900 he was chairman of the United 
States Plague Commission; assistant sur- 
geon general U. §. Public Health Service, 
in 1919; and chairman of the Public Health 
Council of New York State, in 1923. 

Dr. Flexner’s contributions to medical 
literature have been numerous and of the 
highest practical importance. His name is 
forever associated with the serum for the 
treatment of cerebrospinal meningitis and 
with another serum for treating a form of 
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bacillary dysentery. In 1913 he announced 
the discovery of the _ ultramicroscopic 
organism of acute anterior poliomyelitis; 
and he has made important additions to 
our knowledge of bubonic plague, the 
nature and effects of snake venoms, epi- 
demic encephalitis and a number of other 
subjects. 

In 1906 Harvard University gave him 
the degree of Doctor of Science and in 
1907 the University of Maryland author- 
ized him to write LL.D. after his name. 
Several other institutions of learning have 
followed both of these examples. 

Today, at the age of 64, Dr. Flexner is 
in full possession of his powers, and while 
he has received most of the honors which 
can be conferred upon a medical man, that 
fact will not deter him from the earnest 
pursuit of his researches, for the joy of 
discovery and of contributing to the sum 
of human health and welfare has always 
been the driving force which has made him 
a world figure in the fields of science. 


To describe adequately is the high power and one 
of the highest enjoyments of man. This is Art.— 
Ralph Waldo Emerson. 


MALPRACTICE 


There are few things which a physician 
dreads more than a suit for malpractice. 
However conscientious he may have been 
in the performance of his duty, there are 
always legal quirks and quibbles which can 


place him in an unfavorable light. And 
even if he is acquitted, there are always 
those, especially in the smaller commun- 
ities, who will remember that such a charge 
was made against him and wag their heads 
cynically whenever his name is mentioned. 

There is one sure way to avoid such 
suits, and that is to keep oneself fully 
informed regarding the sound opinion and 
practice of the best medical thought of the 
time, by thoroughly studying one or more 
progressive medical journals; and to see to 
it that every patient who enters one’s 
offices receives the best one has in the way 
of diagnosis and treatment. 

Ignorance of changes in medical thought 
is no excuse, before the law; nor can one 
plead that he neglected certain diagnostic 
or therapeutic procedures because he was 
too busy to attend to them. No physician 
has any right to assume the care of more 
patients than he can attend to adequately. 

Another valuable protection against mal- 
practice suits is to maintain such rela- 
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tions with your fellow practitioners that 
they will have no desire to injure you in 
any way. Remember, no such suit is ever 
instituted without the secret advice of 
some other physician. If you protect the 
honor of your brother doctors as you would 
your own you are very sure to receive the 
same treatment from them. 


Another pleasing result of a spirit of 
cordial cooperation with one’s confreres is 
that, in difficult or obscure cases, consulta- 
tion can be called with full confidence in 
the motives of the consultant, and thus 
unduly heavy responsibilities can be shared 
and valuable assistance obtained when it 
is sorely needed. 

The courts now require that every rea- 
sonable method for the care of the patient 
be made use of, if available—and “avail- 
able” does not merely mean in the physi- 
cian’s office, but in the town or within 
reaching distance. If you have a micro- 
scope and Dr. Jones has an x-ray machine 
you can, if you are on fraternal terms, 
use each other’s apparatus in making diag- 
noses and checking up on the results of 
treatment. 

Laboratory tests cannot now be safely 
overlooked. Remember that most State 
Boards of Health maintain laboratories for 
the express purpose of assisting physicians 
who are not equipped to do such work, and 
that every city of any size now has one or 
more commercial laboratories where such 
examinations can be made at reasonable 
prices. 

Another matter of the greatest impor- 
tance is the keeping of complete and intel- 
ligible records of everything, in the way of 
diagnosis and treatment, which is done for 
every patient seen. This not only acts as a 
prophylactic against malpractice suits, but 
will materially elevate the standard of 
service given by any man who does it sys- 
tematically, and will give him the material 
for many valuable contributions to medical 
literature. 


So important is this subject that we have 
secured a series of three articles, written 
by a man who has spent many years in the 
study of medicolegal matters, The second 
article appears in this number. You can’t 
afford to miss any of them. 


The bosoms of the wise are the tombs of secrets.— 
Japanese Proverb. 


The way to gain a good reputation is to endeavor 
to be what you desire to appear.—Socrates. 
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THE FESTIVAL OF AUTUMN 


The pageant of Autumn is all about us. 
Summer’s flowers and tender green things 
are gone, for this year, to be sure, but the 
sturdier glories of the painted woodlands— 
the flaming sumac and the golden maples— 
are equally beautiful; and the wine of the 
November breeze, bearing the pungent 
incense of burning leaves, stirs the blood 
and quickens the step. 

Formal vacations are over—but then, 
their chief value is to teach us how fine 
and joyous it is to get back to our work 
again. And we can still take an hour, 
now and then, to sally forth and watch 
how the world is getting on. 

There may be better worlds to live in 
than this—but none of us can recollect 
having seen any such! There may have 
been more inspiring and satisfactory times 
in which to carry on one’s activities—but 
none of us can remember or find any 
record of those times! 

Nations, families and persons (as well as 
leaves and flowers) seem to die, certainly. 
It was always so—less so now than ever 
before, perhaps. For every one who is sick 
or in trouble there are scores who are 
hearty and happy—more so now than ever 
before. And then, life is richer and more 
filled with large possibilities than it has 
ever been, if we have the perception to 
realize it. 

Now comes the reason for official thanks- 
giving. We should have been giving inward 
thanks, every day of the year, for unnum- 
bered blessings bestowed, but now we can 
join with our friends and neighbors in 
making public acknowledgement of our 
gratitude to the Power which gives us life 
and love and work, and the capacity to 
enjoy all these. 

He who feels that he has little cause for 
giving thanks is blind of eye and of heart. 
He has given too much importance to 
things, which have little or no ultimate sig- 
nificance, and to transient mischances, and 
has not looked earnestly for the durable 
joys within nor for the constantly chang- 
ing but fundamentally permanent beauties 
all around him. 

Let us walk forth into the tingling 
autumn air; hold up our heads; breathe 
deep; forget our fancied wrongs (most of 
which are figments of the imagination, any- 
way); drink in the inspiration of the world 
which seems to die each year, only to be 
renewed again in due time; remember our 
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joys and successes (which, in the end, are 
the only truly permanent things); and 
give thanks. 


A dollar invested in a professional library Is 
dollar spent in professional advancement. 


IMMIGRATION AND THE NATION’S 
HEALTH 


The effect of immigration restriction 
upon national health is a subject which 
should prove of interest to American med- 
ical men and, through them, to the country 
at large, now that the opponents of our 
present policy are preparing to launch an 
attack upon the National Origins Provi- 
sion in the next Congress. A professional 
discussion of the per capita health among 
foreigners as compared with that of native 
Americans should not be without value to 
those seeking a solution of the problem. 

Lay statisticians, working in the interests 
of the racial blocs which seek the repeal 
of the clause, have been industriously 
claiming superiority for people from some 
of the countries whose quotas are some- 
what reduced by the enactment. This, 
strictly speaking, is not a medical question; 
but the possibility of health contamination, 
in however slight degree, from any class of 
immigrants, is one that only physicians are 
equipped to discuss. 

The question of racial superiority, of 
course, will always remain a topic of de- 
bate. It is only natural that the members 
of any race should attribute to their own 
desirable qualities not possessed by others. 
It has, however, little bearing upen the 
evolution of a wise immigration policy for 
the United States. But there are certain 
races whose blood lines do not mix advan- 
tageously or healthfully with the dominant 
Nordic strain of American stock and the 
statistics which prove this to be the case 
are almost entirely of medical compilation. 

The further question of normal popula- 
tion increase, an important element of the 
present discussion, is one upon which physi- 
cians are especially well qualified to testify. 
Dr. Ralph Gabriel, of Yale, in an inter- 
view recently published in the Washing- 
ton Star, expressed the opinion that at the 
present birth and death rate in the United 
States its population would double in about 
sixty years. This statement, though amply 
supported by the figures presented by Dr. 
Gabriel, has been widely attacked by the 
opponents of immigration restriction, who 
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argue, not without a-color of logic, that 
epidemics and elemental catastrophies 
seriously interrupt the maintenance of an 
even rate of increase. 


Whatever may be the truth of these con- 
tentions, it is certain that the national 
living standard has increased under the 
present restrictive policy and there is none 
who knows so well as the physician the 
intimate relation between standards of 
living and the health of any community. 
If the conditions of life can be maintained 
upon a sufficiently high plane, the menace 
of epidemics will become almost negligible. 
Any material reduction, such as might be 
occasioned by a notable lowering of the 
immigration bars, could conceivably be 
accompanied by a proportionate lowering 
of health standards. 


The subject, it seems to us, is one which 
can scarcely be handled without adequate 
medical discussion. The health of the 
nation is one of its most cherished posses- 
sions as well as a consideration which, pos- 
sibly more more than any other, makes for 
the ultimate prosperity and welfare of its 
people, 


Unconscious procreation degrades man to the level 
of the beast ; conscious procreation-—voluntary parent- 
hood—will elevate him to the lightest possible devel- 
opment and make him a fellow worker with his 
Creator.—Dr. S. Adolphus Knopf. 


METHENAMIN 


The name, methenamin, may not be 
wholly familiar to all physicians as yet, 
but the sooner we get to thinking of the 
drug we have known as hexamethylenamin 
or, colloquially, as urotropin, by its new 
pharmacopeial name, the better. 


Methenamin is produced by the action 
of ammonia upon formaldehyde, and its 
therapeutic effects are due to its ability to 
set free the latter substance in the presence 
of acid. 


The Physiologic Effects of methenamin 
are, therefore, those of formaldehyde, 
which is well known as a powerful anti- 
septic “and germicide, generally used for 
disinfecting rooms, bedding and furniture, 
and possessing intensely irritating prop- 
erties for mucous membranes. In addition 
to this, overdoses of formaldehyde stimu- 
late intestinal peristalsis and depress the 
heart, by direct action. The antidotes are 
morphine and ammonia. Therapeutic doses 
of methenamin usually cause no systemic 
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symtoms; but in susceptible persons it 
may give rise to gastric and renal irrita- 
tion, with hematuria, albuminuria, diar- 
rhea, strangury, tinnitus, headache and a 
skin eruption, 


Therapeutic Uses: The commonest use 
of methenamin is as a urinary antiseptic 
in cystitis and pyelitis. When taken inter- 
nally, formaldehyde appears in the urine 
in from 1 to 3 hours and is at its maximum 
in from 4 to 8 hours. Ten grains (650 
mgm.), three times a day, is said to main- 
tain a concentration of 1:5,000 of formalde- 
hyde in the urine. 

It is especially useful in cases where the 
urine is excessively alkaline and loaded 
with phosphates, amorphous urates and pus. 
If the colon bacillus is the chief infecting 
organism, acid sodium phosphate should 
be given in 10-grain (0.650 Gm.) doses 
every 2 or 3 hours (but not with the me- 
thenamin), in order to render the urine 
acid. Methenamin certainly acts better in 
acid solutions and there are those who say 
it does not release formaldehyde at all in 
the absence of acidity, so it is futile to 
give the acetates and citrates of sodium 
and potassium to combat the colon bacillus 
while giving methenamin for its urinary 
antiseptic effect. 


Another common use of methenamin is 
to decrease or eliminate typhoid bacilli 
from the urine in cases of typhoid fever. 
Many believe that it also diminishes the 
number of pathogenic microorganisms in 
the feces. 


It is quite commonly used, prior to 
operations on the urinary tract, as a 
prophylactic against infection. 

When large doses are given, methenamin 
appears in the bile, cerebrospinal fluid and 
in the nasal secretions. For this reason it 
has been used with some clinical success to 
prevent cholecystitis in typhoid, to mini- 
mize the danger of infection in injuries of 
the brain and cord and in epidemics of 
poliomyelitis, and to abort acute coryza. 


Administration: As a urinary antiseptic, 
the ordinary dose is 10 grains (650 mgm.) 
3 times a day, dissolved in a full glass of 
water. If action on the gall-bladder, 
cerebrospinal fluid or nasal mucosa is 
desired, the dose must be 20 to 30 grains 
(1.3 to 2 Gm.), given in the same way. 
Smaller doses may be given 5 or 6 times a 
day, and keratin-coated pills may be em- 
ployed to reduce the decomposition of the 
drug before it reaches the bladder. 
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The modern method is to give methena- 
min intravenously, in doses of from 5 to 30 
grains (0.325 to 2.0 Gm.), from one to 
three or more times a day. This avoids 
all loss of potency in the stomach and 
bowels and is the method of choice in most 
cases. 

A drug in which methenamin is combined 
with acetylaminosalicylic acid is now 
available, under the name of salihexin, 
which seems to be more powerful and less 
toxic than methenamin alone, whether 
given by mouth or intravenously. It also 
has the advantage of being mildly anti- 
pyretic and analgesic, and has given excel- 
lent results, in the hands of a number of 
workers, in the treatment of infections of 
the urinary tract and in arthritis. 

Physicians should accustom themselves 
to giving this and other suitable drugs 
intravenously, as this method has many 
obvious advantages. 


A few good books may be necessary to the spe- 
cialist—the practitioner works in a wider field and 
must have more. 


MIND YOUR OWN BUSINESS 


Among people who are in the habit of 
using crude, brusque expressions, there is 
a very pointed and pertinent phrase which 
is employed to discourage those who seem 
unduly curious about matters which do not 
concern them: “Mind your own business”. 

In this connection, the expression means 
no more than a left-handed method of say- 
ing, “Abstain from meddling with my 
business”; and it may have its uses, in 
dealing with people of a low grade of in- 
telligence who lack sensitiveness to milder 
forms of rebuke. 

But, when one studies these familiar 
words a little more closely, deeper and 
valuable meanings emerge. 

In the first place, what is “my business” ? 
Superficially, it is the set of activities by 
which I earn a living for myself and those 
dependent upon me, and even so far it is 
worthy of consideration. 

To “mind” my business means to give my 
mind to it—to think about it—ponder over 
it—with the implied idea that I shall devote 
myself attentively and thoughtfully to de- 
vising ways and means whereby I will be 
enabled to do that business more effectively 
and adequately, 

Too many people, in all walks of life 
and in every business, trade and profession, 
are doing their work in a half-hearted and 
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slipshod manner, applying only a small 
part of their intellectual power to its per- 
formance and wasting much time and 
energy in vain and useless repining and 
regrets or in envying others the success 
which, somehow or other, they must have 
earned, even though the process by which 
they did so may not be obvious to a casual 
observer. 

No man who will truly and sincerely 
“mind his business” can fail to succeed in 
it. And if he is in some line of work to 
which he cannot completely and earnesly 
apply his mind, he should get into some 
other occupation as promptly as possible. 


At this point, however, two easy and 
serious errors must be carefully avoided. 
First, there is no human activity, no matter 
how completely dull and routine it may 
seem, which cannot be vitalized by an atten- 
tive study of its requirements and possibili- 
ties or in which notable progress cannot be 
made by “minding” it; and, second, there 
are too many to whom every job “looks 
good when it is far away”—every other 
man’s work appears more attractive than 
their own. We must be careful that we 
have actually exhausted the possibilities of 
our present calling before we turn to a new 
one, 


But this question is larger than the mere 
matter of a “meal ticket”—one’s “business” 
is a vastly more complicated proposition 
than simply earning one’s daily bread! 

Every crgan—every cell—in the body has 
its own peculiar and necessary functions 
which cannot be delegated to any other. 
We may call upon our stomachs to chew 
our food for us, but they never do it well 
and will presently refuse even to attempt 
it. Digestion cannot be performed by the 
heart, loccmotion by the bloodvessels, nor 
respiration by the kidneys. The humble 
sweat gland may seem much less important 
than the lordly liver, but, to maintain the 
body in health, each must be performing 
its own particular duties as well as possi- 
ble. There is a need for every different 
tissue in the general economy. 

One’s “business” consists of all the dif- 
ferent acts which make up life; not merely 
the gainful occupations. One’s relations 
with wife or husband, parents, children, 
neighbors, fellow workmen—even with dogs 
and cats—are all parts of one’s “business”, 
and if these be “minded”, so that they are 
conducted expertly and helpfully, no such 
minder can ever be a failure, even though 
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his heirs find nothing to quarrel over when 
he has gone on. 

It is certain that the man (or woman) 
who sincerely gives his mind to the per- 
formance of his business (even in the 
smaller sense, and still more so if the 
larger view is adopted) will have no time 
whatsoever for idle curiosity about or ob- 
noxious snooping into the affairs of others. 
His hands and heart will be amply filled. 

So, underneath the brusquerie of “Mind 
your own business”, as under the surface 
of many another homely and time-worn 
phrase, lies a wealth of wholesome admoni- 
tion and nutritious food for thought. 

If we all start in minding our business, 
today, we need never suffer the humiliation 
of having someone remind us to do so, 


He who by any exertion of mind or body, adds to 
the aggregate of enjoyable wealth, increases the 
sum of human knowledge, or gives to human life 
higher elevation or greater fullness—he is, in the 
larger meaning of the words a “producer,” a ‘‘work- 
ing man,” a “laborer,” and is honestly earning 
honest wages.—Henry George. 


THE RED CROSS ROLL CALL 


If the Red Cross confined its services to 
periods when our country is involved in 
war it would be performing a valuable 
and necessary function; but its ministra- 
tions are not so confined. Whenever mis- 
fortune or disaster overtakes the people of 
any part of the United States, there we 
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find the Red Cross helping and succoring 
the unfortunates, as a matter of course. 

This great organization has come to he 
a National Institution, upon whose aid we 
reckon in working out the solution of all 
the great problems which confront us, 
from time to time. 

Few of us are able to contribute largely 
to the relief of human distress in this 
country, and fewer still are in a position 
to contribute wisely, because we lack the 
necessary information. 

The Red Cross is our national and inter- 
national clearing house for the relief of 
misery and we can use it in that way with 
the full assurance that whatever contri- 
butions we feel in a position to make will 
be utilized to the best possible advantage 
to accomplish the greatest good for the 
greatest number. 

The Annual Roll Call will be held from 
November 11 to 24, 1927. Some will give 
largely, out of their abundance. But every 
one of us can afford to give one dollar, at 
least, and if we do that, think of the mil- 
lions which will be available when the need 
for their expenditure arises—no one knows 
how, where or when, 


So, when our names are called, let us 
answer, “Here” and make our large or 
small deposit in the bank of human happi- 
ness, which pays large dividends in satis- 
faction and knowledge of a duty well done. 


Yesterday -Todz ays 
O)e GREATEST MOTHER 
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Perineal Prostatectomy“ 


The Use of Sacral Anesthesia 
(A Clinical Lecture) 


By WINFIELD SCOTT PUGH, M.D., New York City 


N 1919, Dr. Parker Syms,’ of New York, 

published one of the first clinical 
reports on the use of sacral anesthesia in 
prostatectomy. This pioneer has, from time 
to time, demonstrated that sacral (caudal) 
anesthesia alone suffices to do a complete 
removal of the gland by the perineal route. 
In the last few years, reports of several 
large clinics have so strongly emphasized 
the use of trans-sacral anesthesia (intro- 
duced by Danis, of Belgium), that many 
surgeons have felt it an essential procedure 
in this operation. 


We feel that the Danis technic is an 


extremely valuable addition to our regional 
anesthesia procedures, but not in perineal 


prostatectomy. Its use here is superfluous. 
If, however, the sacral canal has not been 
entered, it is then of great value. We 
know that we have many times seen a poor 
sacral anesthesia carried through by the 
addition of the para-sacral technic. Imper- 
fect trans-sacral anesthesias are also saved 
by sacral injections. Can it be that this is 
the reason they are combined? 


Pig. 1.—Types of sacra: (A) the wide open canal; 
(B) the half open canal. Imperfect anesthesia 
usually results in this latter class. 


Several years ago one of our prominent 
surgeons made the remark that sacral 
anesthesia would never be popular, as in 
about 50 percent of cases, the sacral hiatus 
could not be found. Following this we 
have studied over 2,000 sacra and find that 
the closed or almost closed cases number 
less than 2 percent. 

It may be interesting to note at this 


*From the Urological Department, City Hospital, 
New York, N. Y. 


point that Dr. Hugh H. Young* is now 
using sacral anesthesia alone in the per- 
formance of his perineal prostatectomies. 
Few operators have done more perineal 
operations than has Young, and he has 
found our procedure eminently satisfac- 
tory. 

Of course all surgeons have their pecu- 
liar likes and dislikes. Dr. Young, notably, 
uses about 20 cc. of a 3 percent novocain 
(procaine) solution. Shaw’ states that, in 
sacral anesthesia, 15 to 20 cc. of a 3 percent 
solution suffice. He believes that the inci- 
dence of successful anesthesia has not been 
proportional to the concentration of the 
solution. 








Fig. 2.—Lateral view of sacral canals, according to 
Bremer. The two center figures show a closing off 
of the canal in the lower portions, that would 
effectively prevent anesthesia. 


If our experience in several thousand 
cases has not been fallacious, we cannot 
support Shaw’s views. It has always 
seemed to us that we obtained the best 
anesthesia and less reaction with about 40 
cc. of a % percent novocaine (procaine) 
solution. We are certain that most of our 
reactions have occurred with the more con- 
centrated solutions. 

We shall now start the first case and let 
you individually judge of the efficiency of 
the anesthesia. 

Case 1.—The first patient which we shall 
present is Mr. J. B.; white; age 61. Ad- 
mitted complaining of frequency of urina- 
tion, particularly at night. Family and 
previous personal history are not impor- 
tant, except that a urethral discharge, 
probably neisserian, was present at about 
20 years. 
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Present illness: Has noted for the last 
year that he was getting up several times 
at night to urinate. The desire to void 
has gradually become more marked so that 
at present there is hourly nocturia. Until 
recently there has been very little dis- 
turbance during the day. Two days ago 
he could not void and his physician had to 
catheterize him. 


Physical examination: We have to deal 
with a robust man, who apparently has no 
dysfunction other than urinary. Heart 
and lungs are in good condition; rectal 
examination shows a very large, regularly 
shaped prostate, dipping well down into 
the rectum. 

We just heard someone say, “Was he 
cystoscoped?” Yes, he was. A number of 
articles have appeared from time to time 
regarding the use of the cystoscope in 
cases of prostatic hypertrophy. This group 
of authors contains a number of my friends 
who are teachers of prominence. While 
they teach that the cystoscope should not 
be used in prostatic hypertrophy, they 
always utilize it in their own cases. 

Strange as it may seem, this is good, 
sound teaching. We all know that, in these 
days when everyone is using a cystoscope, 
the procedure is often fraught with great 
danger. The cystoscope is not a plaything 
and must be used constantly in order that 
it be of real value to the operator and 
without danger to the patient. A few days 
ago we saw a case in which a large median 
bar had been tunnelled with a straight 
scope. 

In this gentleman a straight, endoscopic 
type of instrument was used. This gives 
one a very good demonstration of prostatic 
intrusion. You will find this well illus- 
trated in an article by Dr. McClure Young. 
In this particular case, the right lobe is 
decidedly the offending factor. The blad- 
der itself shows an old prostato-urethritis 
and but a slight degree of trabeculation. 
Kidney urines are clear and the phthalein 
output it good. 

Anesthesia 


We place the patient on the table, lying 
on his chest and abdomen. The nurse now 
folds a large pillow and places it beneath 
the pelvis; this make the landmarks much 
more accessible. The knee-elbow position, 
as originally used by Lewin,’ has no advan- 
tage and is annoying to the patient. The 


lateral position only increases the difficul- 
ties of administration. 
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We now locate the sacral hiatus. This 
may be found by running down the sacral 
spines and noting the depression between 
the cornua of the sacrum. We now paint 
the surrounding area and the depression 
with iodine. Pressure in this area usually 
reveals a triangular depression which is 
the hiatus. When the sacro-coccygeal liga- 
ment is very tense it may hardly be notice- 
able. A small wheal is made over the 
center of this area. , 

We now introduce our 19-gauge, 3% inch 
needle. It should be plunged directly into 
the wheal, at right angles to the sacrum. 
When the sacro-coccygeal membrane is 
perforated and bone is struck, we with- 
draw the needle slightly and depress the 
head down toward the table until the point 
is found to pass up the canal. Our needle 
should not pass above the second sacral 
segment as it is at this point that the sub- 
arachnoid space ends. This can be traced 
out nicely on the skin. The exceptional 
case is, however, the one we must watch 
out for. Before attaching our syringe we 
should therefore see that there is no bleed- 
ing and that no spinal fluid issues from it. 
The appearance of these fluids does not 
interfere with the procedure. The needles 
should be merely withdrawn and reintro- 
duced. Some surgeons aspirate but this is 
rarely necessary. We are using the Luer 
Lok type syringes and needles, as they 
have proved eminently satisfactory in our 
service. 

When our needle is properly in place, we 
inject our procaine very slowly—an impor- 
tant factor in avoiding depression. You 
have, no doubt, been told that unless some 
edema appears beneath the skin at this 
time, the needle is in the sacral canal. 
Unfortunately this is far from correct. We 
have repeatedly injected the muscle planes 
and no swelling has occurred. 

This man has received about 40 cc. of a 
% percent procaine solution, without 
epinephrin or any other drug. His blood 
pressure has been watched closely and 
there has been little fall. We believe that 
with the patient’s hips well elevated there 
is less likelihood of a marked fall in the 
vascular pressure. This, you know, also 
holds good in spinal anesthesia. 

One of the most difficult things for the 
average surgeon to realize is that he must 
wait fifteen to thirty minutes for anes- 
thesia to be complete. We frequently hear 
the expression, “I have to wait so long for 
my local anesthesias.” They all forget 
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about the time it takes to get a patient 
properly under with general anesthesia. In 
our work in the large clinics we arrange 
to have one case being anesthetized while 
another is being operated upon. 


While we have been talking over the 
kidney cases recently operated upon, about 
fifteen or twenty minutes have elapsed. 
The patient says that his thighs feel 
asleep. This is a common statement, It 
always means that our anesthesia has been 
effectual, as we can.readily grasp the large 
anal tabs, here, without producing any 
sensation whatever. 


Our anesthesia being complete we shall 
proceed with a perineal prostatectomy, 
according to the method of Young.‘ It has 
recently had many modifications but it 
still remains the standard. 


Suprapubic Versus Perineal Section 


The doctor has just asked do we always 
do a perineal prostatectomy, and, if so, 
why? No, we do not by any means always 
remove prostates by the perineal approach. 
We regard it as one of the misfortunes of 
medicine that some of our greatest men 
see but one method. Heaven forbid that 


it should ever happen to us. 


We believe that there are certain definite 
indications for the two types of prostatic 


removal. Where we have a large, high 
prostate, projecting markedly into the 
bladder, we prefer suprapubic removal. 
Where the gland is low and projects well 
down into the rectum, it is best done by 
one of the perineal methods. 


Case 2.—Mr., L. G.; white; age 70. First 
came under our care about six weeks ago. 
He has been having great difficulty in void- 
ing, over a period of about two years. His 
condition of late has rapidly become worse. 
Examination showed a badly infected urine 
with a greatly distended bladder. We shall 
discuss briefly our preparations for opera- 
tion, which have lasted six weeks. The 
internists, at the time of their examina- 
tion, assured us we were dealing with a 
markedly hypertensive heart and the usual 
cardio-renal syndrome associated with 
these cases. 


As you know, it has been found that 
about 42 percent of our prostatic hyper- 
trophy cases have a _ definite cardiac 
involvement. It is at this point that care- 
ful cooperation between the internists and 
the urologists counts for so much. It is 
sad, indeed, when the surgeon fails to see 
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the great good resulting from this team 
work. 
Bladder Decompression 

This case brings out so many important 
points in diagnosis and treatment that we 
cannot dwell upon all. Mr. L. G., when 
we first saw him, was suffering from a 
markedly distended bladder. The viscus 
could be palpated above the umbilicus. A 
few years ago we probably would have 
catheterized him. His bladder would have 
been emptied and he would shortly have 
died of uremia. This has happened count- 
less times. I believe it was Van Zwalen- 
berg’ who, a few years ago, worked out this 
problem of gradual emptying of the chron- 
ically distended baldder. It has since been 
fully discussed by Keyes,’ Cunningham,’ 
Foulds® and others. 

It was demonstrated that, with the sud- 
den withdrawal of the urine, there is a 
corresponding decrease in intravesical pres- 
sure and in the tension of the vesical 
wall. This sudden decrease in pressure 
permits passive congestion, hemorrhage 
and edema, in the mucous membrane of the 
bladder. The ureters and kidney pelves are 
dilated, and a similar inrush of blood takes 
place there, with suppression of urine and 
ofttimes death. 

To overcome this difficulty, fractional 
catheterization was first tried. Decompres- 
sion, with the maintenance of intravesical 
pressure, is, however, greatly to be pre- 
ferred. Our patient, upon arriving in the 
hospital, was placed in bed and a soft 
rubber catheter introduced into the blad- 
der. The catheter is then connected to a 
six-foot rubber tube which, at its distal 
end, is connected with one arm of a “Y” 
glass tube. The other arm of the “Y” tube 
is hooked over the edge of a receptacle 
hung at the foot of the bed. 

When all is connected, the clamp is 
removed from the catheter and the height 
of the urine receptacle is adjusted to a 
level at which the urine will just trickle 
over into it on deep infiltration. The tube 
is clamped when the patient is fed, bathed 
or when any movement is to be under- 
taken that will disturb the relative level 
of the bladder and the outlet. Foulds and 
Van Zwalenberg use an ordinary douche 
can. It makes an excellent receptacle since 
the accumulated urine may be removed by 
taking the stopper from the outlet without 
disturbing the level. We have lowered the 
tank about 2% cm. each day until the blad- 
der was completely emptied. The catheter 
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is then allowed to remain in place and 
continues to drain the bladder constantly. 


Prostatectomy 


The sacral anesthesia has been carried 
out in exactly the same way as on the first 
case. Our tests show us that sensation is 
apparently abolished in the perineal area, 
so that we may proceed with our operation. 
We pass first the Morrissy or Crowell trac- 
tor, both of which are excellent instru- 
ments and, to our way of thinking, are an 
improvement on Young’s. The general 
principle of the instrument is the same, 
except that by its arrangement it tends to 
preserve the sphincter. 








Fig. 3.—Enucleation of the prostate by the 
Young-Dillon technic. 


The tractor being in place, its handle is 
depressed slightly toward the abdomen so 
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as to bring the prostate forward. There 
appears to be a great tendency, among 
those removing their first prostate, to press 
quite forcibly on the handle, This is usually 
productive of considerable tearing of the 
gland and at times causes considerable 
bleeding. 


We now make our inverted, U-shaped 
incision, starting close to the tuber ischii 
and extending upward about 1% inches to 
the middle line and then down to the 
opposite tuber. Our incision is carried 
down to the fascia on each side of the 
central tendon of the perineum and the 
prostate is then reached by blunt dissec- 
tion on each side of the structure noted. 


We now divide the central tendon and 
open up the spaces behind the transverse 
muscles of the perineum. The recto-ure- 
thralis is also incised, thus opening up the 
space of Denonvilliers. Division of the 
posterior layer of the fascia, which we 
now see, gives us ready access to the pros- 
tate. 


The urethra is now opened by an in- 
verted, U-shaped incision and we see the 
verumontanum coming into view. We are 
thus enabled to better protect the ejaculat- 
ing ducts from ripping. We are able to 
introduce our finger at this point and with 
one sweep remove both hypertrophied lobes 
and the anterior commissure. All bleeding 
being checked, we introduce a drainage 
tube, remove the tractor and pack the 
wound in the perineum. 

You will note the very slight amount of 
bleeding which has taken place during this 
operation. It is decidedly more than a 
coincidence, as it is always so. You will 
note that, with the local anesthesia, there 
has been little bleeding and no shock. The 
patient is smiling and feels fine. I am sure 
that you will leave here fully convinced of 
the value of local anesthesia, at least in 
perineal prostectomies. 

We will get this man out of bed in 48 
hours, take out the tube on the third day 
and send him home within a week. 
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What About The Evils of Masturbation 


By LEE ALEXANDER STONE, M.D., Chicago 


OR more than fifteen years I have been 
oF onan letters somewhat similar to 
the one quoted and answered in this paper. 

Masturbation has been the national bug- 
bear. It has been written about by every 
type of mind. It has been the pet topic of 
many Y. M. C. A. lecturers and has made 
them indulge themselves in such lurid flows 
of rhetoric against the practice as to cause 
the blood in the veins of their hearers to 
congeal in fear that society as a whole 
would become degenerate. 

Evangelists cast in the mold of an Elmer 
Gantry, seize upon masturbation as a pet 
topic to discuss before audiences advertised 
for “Men Only.” Then it is that they visit 
the wrath of God upon their hearers. The 
stories they tell of confidential chats they 
have had with boys and with men about how 
the act of masturbation had made weaklings 
of them, would throw their audiences into 
such a quivering, sobbing, emotionally des- 
pondent condition that they were ready to 
agree with all of the drivel uttered by the 
lecturer or preacher during his discourse. 


Evangelists know nothing of the real 
facts concerning masturbation. What they 
do know is that a strong emotional appeal, 
with great stress laid upon the false 
assumption that masturbation, per se, pro- 
duces degeneracy, usually wins their 
audiences to them. The average American 
demands emotional preaching from his 
spiritual adviser and, unless this is forth- 
coming, classes the preacher as a failure. 

While a few individuals may discuss with 
preachers their “secret sins,” the majority 
does not; therefore clergymen, evangelists, 
Y. M. C. A. lecturers, et al., must depend on 
their imaginations and their capacity to 
lie to win their audiences to them in this 
matter. 

Nearly every writer of popular books on 
sex hygiene rails against auto-erotism. This 
makes them popular with those “Wug 
Hounds” (ghoulish dogs that inhabit grave- 
yards), whose minds are veritable cesspools 
of pollution and who delight in polluting 


others. These pornographically minded 
creatures—and there are many of them— 
get a certain erotic “kick” out of allowing 
their minds to dwell upon morbid subjects 
not ordinarily discussed. Many of them are 
sadists. They get a sex thrill from watch- 
ing their audiences squirm with horror at 
their nastiness, while lacking the courage 
to resist or to protest. 


Ancient Theories 

Among my collection of curious books 
written years ago, on the subject of sex 
hygiene, I quote from one called “Chastity” 
or “Our Secret Sins,” written by one, Dio 
Lewis A.M., M.D., in 1874. This quotation 
is supposedly from the pen of Boerhaave 
and should prove interesting and afford 
amusement to the enlightened: 

“T have also seen a young man, a victim 
of this fearful vice (masturbation), afflicted 
with the tabes dorsalis. His person was 
very agreeable and he had been a youth of 
elegant form He became so deformed 
before his death that the fleshy substance 
which appears above the spinal apophyses 
of the loins was entirely wasted. His brain 
appeared consumed. ... He became rigid 
in all his articulations. I never perceived 
so great a want of motion in the body from 
any other cause. His eyes sunk and he 
lost power of sight. . . His lungs appeared 
to be decayed, his liver obstructed, his kid- 
neys were diseased, and even the mucus 
which lines the intestines was found in a 
purulent and corrupt state.” 

Quoting further from this same work, 
from Klookof, “Too great a dissipation of 
the seminal fluid by polluters weakens the 
spring of all the solid parts; hence arise 
weakness, laziness, inertness, phthisis, the 
deprivation of the senses, stupidity, mad- 
ness, faintings and convulsions.” 

Another statement from this same author 
makes one smile, in the light of present-day 
knowledge: 


“One of the most distinguished medical 
men whom I have ever had the honor to 
personally know told me, with more emotion 
than I ever care to witness again, that both 
of his sons had become insane—miserably, 
idiotically, hopelessly insane—from mastur- 
bation. Their mother had a very nervous 
temperament and thus they inherited par- 
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ticularly susceptible brains. An old nurse 
had practiced manipulating their genital 
organs, when they were babies, to stop their 
crying. A son of that nurse, who was the 
gardener, taught the boys the habit of mas- 
turbation. Almost before the parents were 
aware of what was going on the boys had 
passed beyond all control. One was now 
in an asylum and the other crawling about 
home, a miserable idiot, attempting nothing 
but a repetition of the vile practice which 
had ruined him.” 


Is it a wonder that, after reading such 
statements, society in general views the 
“secret sin” of masturbation as being the 
basest of all acts committed by man? 

It has only been within the past few 
years that sane medical men and trained 
psychologists have given the subject much 
attention. The real reason for their failure 
lay in their fear of antagonizing the clergy. 
Also they believed in part, what the clergy 
taught and were too mentally lazy to investi- 
gate for themselves to determine whether 
their statements were true or false. Non- 
medical men finally raised the question of 
the harmfulness of auto-erotism and de- 
manded a thorough investigation, with the 
result that much light has been thrown 
upon the subject. 

Masturbation will continue to be referred 
to bv scientists as a silly practice and one 
fraught with certain dangers for the one 
who practices it. They will point out that 
the greatest danger to the bodily organism 
is the production of various functional dis- 
turbances which will disappear the moment 
this practice is abandoned. The greatest 
harm to be feared from masturbation is the 
development of an inferiority complex just 
in the same way that any forbidden act 
against nature will produce a feeling of 
timidity or inferiority in the mind of the 
individual performing it. When one vio- 
lates a social taboo he develops a sense of 
guilt that makes a coward of him until he 
stops of his own volition. 

To the man who rails against masturba- 
tion let me say, “Let him who is without 
sin among you cast the first stone.” I 
believe if this maxim were followed a great 
silence on the evils of this practice would 
be observed. 

The following letters will, I hope, be of 
assistance to the many who are interested 
in freeing the social organism of taboos. 


Letter from a Counsellor of Boys and 
Fathers 
My dear Doctor Stone: 
I enclose a sheet bearing extracts from a 
letter recently received from a young friend 


LEADING ARTICLES 


November, 1927 


of mine—a most delightful and altogether 
admirable young chap. I wish you would 
write me—very frankly—your opinion as to 
the attitude of these professors in teach- 
ing to college men that masturbation is a 
desirable way for young men, not in posi- 
tion to marry, to satisfy their sex hunger. 

I find that a good many men these days, 
both medical specialists and psychologists 
who have specialized in this field, are teach- 
ing that unless a morbid mental attitude is 
involved the effect of masturbation is the 
same as the effect of sexual intercourse 
with equal frequency, and that, because of 
the unavoidable risks accompanying extra- 
marital intercourse, masturbation is pre- 
ferable to intercourse, for those who are 
not married and whose sex hunger is in- 
sistent. Is that true? 

Apparently most of these men believe 
that, for most young people—perhaps for 
all—some form of sex expression is essen- 
tial to the wellbeing of the organism. Is 
that true? 

On the other hand, I find some medical 
men and some psychologists who insist that 
masturbation is invariably harmful and that 
it is, under any circumstances, a low, shame- 
ful, degrading act. Most men who hold 
this view seem to believe that sex expres- 
sion is never necessary to the wellbeing of 
the organism. 

These “jangling voices” are a bit con- 
fusing to the layman, and it has occurred 
to me to make this letter from my young 
friend an excuse for asking a few men 
whose opinions have a background of large 
technical knowledge and experience to help 
me get things straight. 

Each year I meet about 2,000 adolescent 
boys and hundreds of fathers, who come to 
consult me about all sorts of intimate per- 
sonal problems. Some of them ask for 
advice about sex problems. In this, as in 
other matters, I am eager that my counsel 
shall be as reliable as is humanly possible. 
It is for this reason that I am seeking your 
help. 

In this same connection, I would like to 
have, if I may, your opinion about another 
phase of the problem. 

A young man 23 years of age has just 
been graduated from a university. I have 
known him since he was 15 years old. He 
has a good mind and has made satisfactory 
grades in high school and college. He is 
not at all effeminate, as that word is com- 
monly used, but he is not at all a “he-man.” 
Apparently he has no sex impulses. He has 
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never masturbated nor indulged in inter- 
course. His sex organs are and have always 
been somewhat underdeveloped and flabby. 
He rarely has erections. Apparently the 
entire endocrine system is somewhat slug- 
gish—at least the testicles and adrenals. 

Assuming that there would be no morbid 
mental reaction, is it probable that moderate 
masturbation, by stimulating the reproduc- 
tive function of the testicles, would, by 
reflex, stimulate their endocrine function 
and thereby favorably influence the func- 
tioning of the entire endocrine group? 

Is it probable that this young man, unless 
the organs are stimulated in some way, 
before he is very much older, will be im- 
potent? He is in no sense a “go-getter.” 
Has been merely a passive sort of chap, 
in both high school and college. 

Another young man, 19 years old, is a 
freshman in college, considerably better 
than an average student. He has never 
masturbated nor had intercourse. His 


father, a physician, has never mentioned 
sex matters to the boy. When he was 
about 13 years of age, his mother talked 
with him and apparently painted a some- 


what lurid picture of the awful horrors 
resulting from masturbation and of the 
deeply degraded sinfulness of even per- 
mitting thoughts about sex to enter his 
mind. A little later, he heard a lecture or 
two which apparently intensified the impres- 
sions created by his mother. ‘His conscien- 
tious endeavor to keep himself “pure,” 
according to his mother’s ideas, has resulted 
in a bunch of serious repressions and a 
mental tangle which is far from whole- 
some. His constant watchfulness to bar 
sex thoughts from his mind has resulted, 
naturally, in keeping sex thoughts upper- 
most in his mind, and, at times, sex desire 
is terrifically intense. His sex organs are 
not normally developed, partial atrophy 
having apparently resulted from his intense 
efforts at repression. 

Assuming that he could be so taught 
that he would unreservedly believe mas- 
turbation to be harmless and, in his case, 
really beneficial, would it be desirable that 
he be so taught? 

If he could be led to such a mental atti- 
tude, would moderate masturbation be help- 
ful toward bringing the organs to normal 
development? Would it be better for him, 
physically as well as mentally, than his 
present fight against indulgence? 

Is it probable that if he could be led to 
freely accept the suggested viewpoint, one 
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result would be that, through the relief of 
the tensions, the whole matter would pres- 
ently become normally adjusted in his mind, 
so that his sex desire and all his thinking 
about sex would become normally whole- 
some? 

The basic question in both of these cases 
seems to be: Does the normal development 
of the sex organs depend, in some cases at 
least, like the normal development of other 
parts of the body, upon a reasonable amount 
of exercise? These two cases are typical 
of many about which I have been asked. A 
good many of the mental “snarls” which I 
have had to handle in this connection have 
been most distressing, as well as perplex- 
ing. 

Sincerely, 
PF. H. G. 
The Enclosure 

Extracts from a letter just reecived from 
a second year student in a very definitely 
Christian college of high scholastic stand- 
ing. 

. I have had a number of interesting 
sessions with a number of the Profs.—all 
those in the departments of biology, psy- 
chology, and anatomy, and four in the 
school of physical education. The general 
thought of all of them is that masturbation 
is not harmful. The biology Prof. thinks 
it is quite necessary, taking conditions as 
they are today. A boy cannot get married 
until he is 25 or 30. Meanwhile he has sex 
developments. It is very possible that if 
he should keep from using them in any 
way until it is time to marry .... he will 
find intercourse anything but attractive. 
(Doubtless he means that there is danger 
of impotence, F. H. G.) There were only 
two who thought it was harmful. They 
were not able to show any evidence for 
their beliefs. It was only a matter of sub- 
jective certainty. 

Several of the Profs. 
Long’s “Sane Sex Life and Sane Sex 
Living.” Are you acquainted with the book? 
I have just read it. It is indeed a wonder- 
ful book. It teaches that masturbation is 
rather helpful to the average person who 
has no other means of sexual gratification. 
It is the excess that harms. 

They all agreed that the best way of 
teaching the boy is through a slow process 
of sex education. Most of them thought it 
was best to teach a boy, at first, that mas- 
turbation is harmful; then, later, tell him 
the truth. They seem to feel that after a 
boy is, say, 16 years old, he has enough 
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will power to direct the act. The biology 
and physiology Profs. believe it is best to 
teach a boy the truth from the beginning 
.... The biology Prof. says it is the 
proper thing for every college student to 
do. Most of the others feel that the boy, 
after he reaches the age of 18 or 19, forgets 
about the sex act until he is married, or 
else he can be satisfied by “petting parties.” 


The psychologist feels that all people 
who have to continue auto-erotism are 
neurotics. That may be so, but I know that 
there are more neurotics than normal 
people. The trouble with the psychologist 
is that he has specialized so much on the 
brain that he has forgotten some of his 
physiology. 

The general secretary of our Student 
Association is much interested in the sex 
question. One Sunday, over at his house, 
we had an interesting discussion of this 
whole problem. From the large number 
of cases he could cite of conferences he 
has had with students from around the 


college, it does not seem that the question 
is a dead issue by any means. He is strongly 
in favor of masturbation for both boys and 


girls. 
The Answer 


Let me preface what I shall say later on 
in this letter by making a statement that 
should clear forever in your mind the 
thought that masturbation, per se, is a 
cause of degeneracy, This is absolutely 
not true, for wherein there is no degeneracy 
or no taint of such, no degeneracy will be 
found. 


Degeneracy is a result of a bad heritage, 
with a history of some mental aberration 
or of a disease like syphilis or epilepsy 
somewhere in the family history. 


A morbid mental condition may be 
developed in the life of the masturbator 
because of the age-old teaching—now known 
to be wrong—that masturbation was a vile 
habit and one that was never acknowledged 
by the individual performing it. A shame 
complex, which sooner or later may develop 
into an inferiority complex, may be pro- 
duced in the same way that the performance 
of any act not meeting directly with social 
favor may tear down the individual’s self- 
respect. It was Shakespeare who said: 
“Thus doth conscience make cowards of us 
all,” and this is particularly true in the 
life of the masturbator. He feels that he 
is performing an act wherein he is robbing 
himself of his own self-respect, and yet, 
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because of lack of will power, he is unable 
to refrain, ‘All of this makes for a morbid 
mental attitude, but not for degeneracy. 

I am in agreement with certain physiol- 
ogists and psychologists who maintain that 
masturbation, without a fear of shame or 
fear of discovery, has a similar effect to 
that attained through normal coitus and, 
if performed with the average frequency 
that the normal individual would indulge in 
sex relationship, should not produce any 
bad results. Many scientists and physicians 
speak at times, in their writings, of sexual 
excesses. Personally, I have not been able 
to determine or to define the meaning of 
sexual excess, because what would be excess 
with one would not be with another. 

You ask if masturbation is preferable 
to extramartial intercourse. My reply to 
this may seem somewhat paradoxical. My 
answer is, yes and no: Yes, to the indi- 
vidual who is possessed of a normal out- 
look and is simply using this method to 
drain the seminal vesicles. As I see it, 
no harm can come from masturbation in- 
dulged in in this way. Certainly it is pre- 
ferable to making the many contacts the 
average youth is prone to make when he 
comes face to face with those who in the 
old days, before we legislated against them, 
would have been classed as prostitutes. The 
clandestine prostitute is a greater source 
of infection with either syphilis or gonor- 
rhea than was the old type of demi mon- 
daine who lived in a house of prostitution 
and who was subjected, in a measure at 
least, to medical supervision. Venereal 
disease in a well regulated house of prosti- 
tution is somewhat rare. 

In taking the negative side of this ques- 
tion, it has been my belief that it was 
perfectly possible for a young man or a 
young woman to attain the age of 25 or 
even more and still remain continent. This 
depends, however, upon the individual and 
upon the amount of license he is bringing 
himself into contact with. Of course, if 
normal sex relationship could be indulged 
in with the approval of both sexes legally, 
I believe that the youth of 21 and the girl 
of 18 and older would be freer from sex 
complexes that might sooner or later 
develop in their lives. Masturbation of 
itself offers no particular esthetic advan- 
tage. The sex relationship should be com- 
pletely surrounded with the esthetic, for 
without it the poetry of life is forgotten 
and sensuality replaces it, to the disadvan- 
tage of the physical organism. Masturba- 
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tion, as such, is simply repressing the noc- 
turnal emission which occurs more or less 
frequently in the lives of all unmarried 
young men, 

To assert that masturbation is invariably 
harmful is to make a misstatement that is 
not alone misleading but damaging as well; 
nor should it be classed as a low, shameful 
or degrading act. For if most men—and 
when I refer to most men I am speaking 
of the normal men of society—were put 
upon the witness stand and asked to tell 
the truth and nothing but the truth, and 
were then questioned as to whether or not 
they had ever masturbated and whether or 
not the act had been harmful to them, it 
is my belief that 99 99/100 of all male 
members of society would answer that they 
had at some time or other in their lives 
masturbated (and some many times), and 
that, aside from a feeling of shame, no 
harm had ever come to them. 

In days gone by some held that mastur- 
bation produced impotence. I do not believe 
that this statement can be verified in a 
single instance. 


Onanism 
Let me correct a wrong impression that 
seemingly exists in the mind of the aver- 
age layman with regard to onanism, which 
they take to mean masturbation because of 
the Biblical reference to “spilling of the 
seed upon the ground.” 


Onanism has no connection whatsoever 
with masturbation. It refers to a very 
dangerous practice known as coitus inter- 
ruptus, or withdrawal before the orgasm. 
This, of course, is dangerous because of the 
actual strain upon the physical organism 
due to the failure to absolutely gratify, 
normally, that biologic and physiologic im- 
pulse of carrying the sex relationship to 
the last degree of finality, thus satisfying 
both the psychic and the physical in the 
individuals indulging. Coitus interruptus 
is unquestionably a cause for the develop- 
ment of certain neurasthenic conditions 
that appear in the lives of married men 
and women who, because of fear of concep- 
tion, refuse to carry the act of coitus to its 
final physiologic conclusion. 


Marriage and Present Economic Conditions 

It is perfectly true that the boy, today, 
because of peculiar economic conditions 
that surround him, can not marry until he 
is 25 or 30. It is of course a problem, real- 
izing that he has attained the height of 
sex development, to know just how far to 
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go in advising him in his sex life. It is 
my belief that from his very babyhood he 
should have received instruction, from the 
lips of his mother and his father. of such 
a nature as to give him respect for his 
bodily organism and to teach him that his 
sex organs were given primarily for a 
biologic purpose; in other words, to so 
conserve his energy that when he marries 
the woman of his choice he will not carry 
to her any condition that might prove her 
undoing and ruin her chance to bring into 
the world offspring that should reflect 
credit rather than discredit on the father 
and mother who called it into existence. 
Nietzsche gives a very good definition 
of marriage and one that I have used for 
many years. To me it is the most satisfy- 
ing of all definitions of marriage I ever 
have seen. The definition is: “Marriage, 
so named, is the will of two to call into 
existence one who shall be greater than 
they who called him into existence.” In 
other words, the young man should be 
taught from his babyhood to view the 
females of the species as potential mothers 
rather than, as is the vogue today, as 
potential prostitutes, 
In the letter you quote from a young 
man who refers to “petting parties.” I 
wish some double-fisted individual with 
sufficient intestinal fortitude would rise in 
his might and smite that pornographically 
minded individual of today who is con- 
stantly damning the petting party and 
claiming that it supplies the sexual wants 
vicariously, ‘ 
The petting party always has existed. 
There never has been a time in history, 
since the dawn of creation, when the male 
and female of all species, whether the 
genus homo or the lower forms, animal, 
reptile and even cell life, did not indulge 
in petting parties. To those of us who are 
the product of the Victorian era, particu- 
larly of the late 70’s, 80’s, and 90’s and 
even up to the beginning of the World War, 
I would say: “Look back on your own lives 
and ask yourselves if you did not get a 
great deal of satisfaction when you courted 
your sweetheart, either in a narrow-seated 
buggy, with the lines wrapped tight around 
the whip stalk and the guiding of the 
buggy left to a trusty horse, or in a ham- 
mock or swing, or on the old divan in the 
parlor, away from the watchful eye of the 
chaperone, when you petted. Yow called 
it ‘spooning,’ but it was petting just the 
same.” The difference between the genera- 
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tion of today and the generations of ages 
past is simply this: The older generations 
feared punishment and the younger gen- 
eration fears nothing. 


I was talking to a very highly intelligent 
young lady, a graduate of Northwestern 
University, some time ago and I asked her 
to tell me what the younger generation 
actually thought of the older generation. 
This youngster looked at me very quizically 
for a moment and then said to me, “Do 
you want the truth or do you want apple- 
sauce?” My question being an earnest one, 
I asked her for the truth. Looking me 
square in the face she said: “The younger 
generation is not co»scious that the older 
generation exists.” 


Sexual Underdevelopment and Psychic 
Diserders 

You refer to “a young man 23 years of 
age who has just een graduated from a 
university”; you s*y that you have known 
him since 15 years of age; that he has a 
good mind, and has made satisfactory 
grades in high school and college; and that 
he is not at all effeminate as the word is 
commonly used, but he is not at all a 
“he-man,” and that apparently he has no 
sex impulses. He has never masturbated 
nor indulged in intercourse; that his sex 
organs are and always have been some- 
what underdeveloped and flabby, and that 
apparently the entire endocrine system is 
somewhat sluggish, at least the testicles 
and adrenals. You ask me—“Assuming 
there would be no morbid mental reaction, 
is it probable that moderate masturbation, 
by stimulating the reproductive function of 
the testicles, would, by reflex, stimulate 
their endocrine function and thereby favor- 
ably influence the functioning of the entire 
endocrine group?” 


No amount of masturbation nor indul- 
gence in sex relationship would do this 
young man any good. It is my belief that 
his condition is mental and that, unless the 
mental condition is stabilized, nothing can 
be done for him and that he unquestionably 
will become impotent if he is not already 
so. It might be well to have this youth 
examined by a trained psychologist. There 
is unquestionably an endocrine disbalance 
somewhere; where, I am not prepared to 
say. 

The young man 19 years old whom you 
mention might be benefited by psychologic 
examination. He is unquestionably suffer- 
ing from a fear complex and needs mental 
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rehabilitation. I can not believe that his 
sex organs are not normally developed and 
that partial atrophy has resulted from his 
intense efforts at repression. He needs to 
have the word “pure” stricken from his 
vocabulary and should be taught all over 
again, by a real human being possessing 
the normal attributes of a he-man. I do 
not believe that moderate masturbation 
would be in any way helpful toward bring- 
ing his sex organs to a normal develop- 
ment, Let him get rid of the fear engen- 
dered in his mind by his mother’s “lurid 
pictures of the awful horrors resulting 
from masturbation and of the deeply 
degrading sinfulness of even permitting 
thoughts of sex to enter his mind.” 

It is unfortunate that many parents are 
still continuing to lay great stress upon 
the evils of masturbation, and it is a crime 
that the clergy should resolve themselves 
into pseudo-scientists to proclaim to the 
masses the lie that masturbation produces 
degeneracy. 

My answer to your question, “Does the 
normal development of the sex organs 
depend—in some cases at least like the 
normal development of other parts of the 
body—upon a reasonable amount of exer- 
cise?” is emphatically NO! 


Sex Instruction for Children 


I always have stood for the proper 
training of the youth in sex matters be- 
ginning the moment the child asks of the 
parent the source of its origin. To tell 
a child the stork lie is to affront that child’s 
intelligence. It is giving evidence of think- 
ing capacity the moment it begins to ask 
questions, regardless of the questions 
asked, and to put it off with false answers 
is to spoil its outlook upon life in the years 
that are to come. I believe that the ques- 
tions of the child should be answered 
honestly and without equivocation. Long 
explanations of biologic happenings inci- 
dent to the development of the embryo are 
not necessary. 

A story I am very fond of telling is of 
a little boy who was called to the bedside 
of his mother to be introduced to a new 
sister. 

Prior to the birth of the new sister he 
had been an only child and had received all 
of his mother’s attention and her love. As 
he stood looking at the wizened, dried up 
little thing in his mother’s arms he 
naturally felt a pang of jealousy surge 
through his little being. His first question 
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was: “Mother where did it come from; 
how did it get here?” The mother, being a 
sensible woman having a wholesome regard 
for her own biologic entity and a knowl- 
edge that her two children had been born 
into the world as a result of that biopsychic 
something called love, answered her little 
boy’s question by saying: “Son, baby sister 
came from a little warm nest under 
mother’s heart. Mother had to carry her 
in her body for a long time and give her 
part of her life. She gave her part of her 
eyes, part of her ears, part of her nose, 
part of her own body to make baby’s little 
body, her hair, and everything that baby 
has; mother had to give a part of her body 
to make her.” 

The youngster after having listened to 
this very splendid answer of his mother 
was still jealous and turning on her in- 
quired: “Mother, was I ever in that warm 
nest under your heart?” and then it was 
that forever afterward that mother satis- 
fied that child and his desire for knowledge 
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about himself and the source of his origin. 
She quietly said to him: “Son, mother 
carried you under her heart in just the 
same way that she carried sister, and she 
loved you in just the same way.” 

The youngster thought a moment, then 
threw his arms around his mother’s neck 
and said: “Mother, I love you more now 
than I ever did and I always will love you.” 

That mother gave an intelligent answer 
at a proper time and in such a manner as 
to develop a respect for this youngster’s 
bodily organism. Never afterward did he 
have to worry over obtaining an answer to 
the age old question, Where did I come 
from; who made me? 

I hope that I have answered your ques- 
tions in a way satisfactory to you. I am 
sorry that so many in society are unwilling 
to admit, even at so late a day as this, that 
the normal biologic function of reproduc- 
tion is clean and is something to boast 
about rather than to feel ashamed of. 

25 East Washington St. 


Headache and The Endocrines 
By JAMES H. HUTTON, M.D., Chicago, Illinois 


EVERAL years ago, while attending a 
S course given by Dr. Richard Cabot at 
the Massachusetts General Hospital, I was 
particularly impressed by the fact that, 
while the clinician made a diagnosis of one 
condition with which the patient was 
afflicted and from which presumably he 
died, the pathologist found two or three 
and sometimes half a dozen disease con- 
ditions in the body. Those clinicians were 
able men and the mistakes they made are 
typical of those made by most of us. That 
is, if we find one disease process in the 
body, we feel duty bound to make other 
findings dependent on that one thing. We 
hesitate to recognize more than one disease 
in the same patient. 

To illustrate what I mean, a man may 
have syphilis and arthritis and yet no rela- 
tion exist between the two except as a 
matter of proximity. The arthritis may 
be due to infected tonsils, teeth, or any 
other focus of infection. A man may have 
syphilis and any number of other condi- 
tions wrong with him, but the luetic condi- 
tion may have little bearing on the others. 
We are, however, so prone to think of the 


presence of syphilis as explaining all other 
conditions found that we are apt not to 
look any further after finding it. Syphilis, 
as disclosed by a four plus Wassermann 
test, may exist and be clinically silent. I 
believe it was Wile, who, a few years ago, 
said that some such cases of syphilis might 
better be left untreated. 

Perhaps because our knowledge of the 
endocrines is new and still far from com- 
plete, we are inclined to view them as 
something apart from the rest of the body 
and not subject to the same laws that 
govern the other organs. Regarding them 
we are prone to draw conclusions not war- 
ranted by facts nor even by common sense 
and common experience, entirely aside 
from what our medical knowledge should 
teach us. We should remember that, so 
far, no part of the body is known to be 
immune to the effects of infection, trauma, 
either mental or physical, or to prolonged 
mental or physical strain. So far as we 
know now, the endocrines are no excep- 
tion to this rule, 

One gets the impression that many mem- 
bers of the profession feel that endocrine 
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disturbances are congenital or acquired 
early in life, their recognition being the 
only thing that is delayed until later life. 

I fancy endocrine disturbances are not 
unlike cardiac disturbances. Congenital 
heart disease does occur, we see it quite 
frequently; but it is the least common of 
all forms of heart trouble. Most hearts 
begin life in good condition and are upset 
by infections or some other strain incident 
to later life. The endocrines are probably 
not greatly different from the heart in this 
respect. Most individuals are given a good 
set of endocrine glands but, under the 
stress of infection, puberty, or some of the 
other numerous troubles of later life, 
sometimes one or more of them may be 
temporarily or permanently crippled. This 
is illustrated by the goiters that occur at 
puberty and the menopause; the diabetes 
that occurs later in life; the hypopituitar- 
ism that follows some acute infection like 
measles, scarlet fever or typhoid, mani- 
festing itself by a sudden increase in fat; 
the youngster, previously thin, takes on a 
great deal of weight following his sickness. 


A Patient May Have Several Disease 
Conditions 


Just as the finding of syphilis is thought 
to explain every other trouble the patient 
may have, so is an endocrine disturbance 
often thought to be responsible for the 
patient’s entire list of complaints. In prac- 
tically all cases syphilis should be treated 
whenever discovered. So should endocrine 
disorders be corrected whenever found, but 
one should examine the patient from head 
to foot, inside and out, and take stock of 
every disorder found. One may have hypo- 
adrenia, for instance, and diseased tonsils 
or bad teeth. There are few who would 
question the advisability of removing the 
bad teeth or tonsils and taking care of the 
adrenal insufficiency secondarily, as_ it 
might well be due to the focal infection 
and the adrenals might be able to take 
care of the body needs without assistance 
once the strain of the focal infection is 
removed. But sometimes it works in the 
reverse order, as in the following case: 

Some time ago I saw a man who had pul- 
monary tuberculosis (so diagnosed by a 
competent specialist in that field, with the 
aid of such equipment as is found in a 
first-class hospital and tuberculosis sani- 
tarium) and cholecystitis, as evidenced by 
pain, nausea and vomiting, chills and 
fever, and jaundice. But he also had a 
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thyroid and pituitary deficiency and the 
treatment of the endocrine deficiencies did 
a great deal more toward putting him on 
his feet than had treatment directed at the 
other conditions. 


Another patient had multiple neuritis 
with Korsakoff’s psychosis and angina 
pectoris, She also had a high-grade thyroid 
deficiency with a basal metabolic rate of 
minus 35 percent. The correction of the 
thyroid deficiency helped the other condi- 
tion so much that she is able to indulge in 
all the activities common to a woman of 
her age and has had no angina since 
shortly after thyroid medication was begun. 
Now, thyroid substance is not specific for 
angina pectoris or multiple neuritis, but 
undoubtedly these conditions, in this case, 
were secondary to and dependent on the 
thyroid trouble. The only reason these 
patients were not helped sooner was 
because their endocrine systems were not 
investigated. 


Are the headaches of endocrine distur- 
bance caused by a toxin that should be 
neutralized by the endocrine function? Are 
they due to the accumulation of waste 
materials in the blood, as in the case of 
nephritis? Do some of the other ductless 
glands, like the islands of Langerhans or 
the parathyroids, contribute something 
that enables the body to utilize some food 
product or some mineral like calcium? 
These and a dozen other questions might 
be asked regarding this important subject. 
The answer to most of them is that we do 
not yet know. 

The pathogenesis of headache is still not 
understood. This phase of the subject was 
well presented by Dr. Read in a previous 
article in this series (See CLINICAL MEpI- 
CINE AND SURGERY, Aug. 1927). This 
applies to headaches occurring in connec- 
tion with endocrine disorders the same as 
to other types of headache. 


Pineal and Pituitary Headaches 


Headache occurring with a pineal tumor 
would be recognized, not by the character 
of the headache, but by the signs of pineal 
disturbance, plus the signs of a_ brain 
tumor located in that region. 

Pineal tumors occur most frequently in 
boys. They are accompanied by a pre- 
cocious development of the body and of the 
genitalia and a precocious development of 
the sexual appetite and capacity—a socalled 
macro-genito-somia praecox or precocious 
puberty. As the tumor grows, of course 
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the headache and other signs of brain 
tumor develop. But the diagnosis of pineal 
tumor is made on the signs of body and 
sexual overgrowth and not on the head- 
aches. Whether this overgrowth is due to 
an increase in the pineal secretion, with 
a consequent increase in the stimulation to 
growth, or whether the tumor destroys the 
pineal and the overgrowth is due to the 
withdrawal of its inhibiting hormone is a 
point not yet settled. 

Headache is a frequent accompaniment 
of bilobar hypopituitarism, Engelbach and 
Tierney describe this headache as follows: 

“The location of the headache is, in the 
majority of cases, unilateral, although the 
same side of the head is not constantly 
affected. The location varies considerably 
in different cases and even in the same 
case at different times. It is often located 
at the base of the skull, both anteriorly 
and posteriorly. Sometimes it is a diffuse, 
intracranial pain which is difficult to local- 
ize, not occurring at one point or portion 
of the head more than at another. The 
patient frequently states that it is a pain, 
indescribable both as to character and loca- 
tion. Very commonly the statement is 
made that it is of such a peculiar nature 
that it makes the patient feel that he is 
becoming mentally unbalanced. This is 
probably for the reason that it is asso- 
ciated with a considerable amount of 
mental confusion and lack of concentration. 
For instance, during its presence there is 
a marked loss of the correlation of words 
and sentences and frequent lapses of 
memory. The migraine complex is found 
to recur frequently in the bilobar types of 
hypopituitarism.” 

It is rather generally believed that these 
headaches are due to distention of the cap- 
sule of the pituitary. While this sort of 
headache undoubtedly occurs in connection 
with hypopituitarism I am inclined to 
believe that it may and does occur in other 
conditions and that a diagnosis of pituitary 
insufficiency cannot be based on, or very 
strongly supported by, a symptom of this 
sort. 

Cushing says, “These headaches, usually 
bitemporal, often severe and persistent 
when there is considerable glandular 
hypertrophy, are presumably due to the 
distention of the glandular envelope—the 
pituitary headaches are quite different in 
type from those incited by a _ general 
increase in intracranial tension. This sug- 
gests that distention of the pituitary cap- 
sule is a not infrequent cause of some of 
the common periodic cephalalgias of 
obscure origin.” 

Some years ago one of my patients near- 
ing the menopause had very severe head- 
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aches at each menstrual period. 


These 
were confined to the lower part of the head, 
radiating backward along the hair line 


from the temple to the occiput. Believing 
these were due to congestion of the pitui- 
tary, with consequent distention of its 
capsule, I gave her pituitrin “O”, 0.5 cc. 
The relief was prompt and complete and 
compared very favorably, both in prompt- 
ness and duration, with that produced by 
morphine, which I had previously been 
compelled to give her. While the suspicion 
that this was due to hypopituitarism was 
aroused by the character of the headache, 
I was later able to make a diagnosis of 
bilobar pituitary deficiency on the signs of 
this disorder other than the headache. 


Presumably this distention of the 
pituitary capsule is due to a compensatory 
hypertrophy on the part of the pituitary. 
Just how an injection of pituitrin enables 
the gland to resume more nearly normal 
proportions and so relieves the distention is 
unknown, The facts that are known are 
about as follows: the headache does occur; 
it is of the nature described as characteris- 
tic of pituitary headache; the body pre- 
sents the signs which we believe are due to 
pituitary deficiency; and the injection of 
an extract of the posterior lobe promptly 
relieves the headache. On this basis one 
would use pituitrin in the treatment of 
headaches of this nature or, indeed, head- 
aches occurring in a patient presenting the 
signs of pituitary deficiency as we under- 
stand them at this time. We have many 
reasons for believing these headaches are 
due to pituitary disorder. 

Of 27 cases of hypopituitarism reported 
by Ejidelsberg, 12 had headaches of such 
severity as to be recorded as an important 
symptom. Two of these patients were 
women who had headaches at each men- 
strual period. These were completely 
relieved by pituitary medication. (Joseph 
Eidelsberg, J.A.M.A. Vol. 89, No. 6, p. 449, 
August 6, 1927). 


Thyroid Headaches 

Hypothyroidism, either the milder grades 
or the severe form amounting to myx- 
edema, is frequently accompanied by head- 
ache. So far as I am able to observe or 
learn from the literature there is nothing 
characteristic about these headaches to 
differentiate them from other “toxic” head- 
aches. They probably more closely resemble 
headache due to nephritis than anything 
else; but, there is nothing characteristic 





828 


about the headache of a nephritic. The 
thing I want to impress is the idea that 
no headache is pathognomonic of any endo- 
crine disturbance. The diagnosis of an 
endocrine disorder must be based on the 
signs of endocrine insufficiency or hyper- 
function, as the case may be. 

Thyroid deficiency frequently produces a 
syndrome very closely resembling nephritis. 
As a matter of fact, these cases are very 
frequently diagnosed nephritis and treat- 
ment directed along those lines. The color 
of the skin, the edema, the increase in 
blood pressure, the presence of albumin 
and casts in the urine, and even some 
retinal changes form a reasonable basis 
for the diagnosis of nephritis. 

The kidney disturbance now known as 
nephrosis, for lack of a better name, is 
accompanied by a lowered basal metabolic 
rate and is greatly benefited by thyroid 
medication There is as much reason for 
classing this as a hypothyroid disturbance 
as there is for calling it a kidney disease. 
True, there are some pathologic changes, 
probably in the kidney, but there is cer- 
tainly a deficiency of thyroid function. 
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The headache of myxedema, occurring 
early in the morning and wearing off as 
the day goes on, would seem to be due to 
a genuine intoxication; i.e, the waste 
products of metabolism are not carried off 
with sufficient rapidity. 


The menopause is a time when head- 
aches are rather common, though the 
migraine complex that may have been pres- 
ent during the entire menstrual period of 
the woman’s life may disappear at this 
time. 


The only point I want to make is that 
no headache is pathognomonic of any endo- 
crine disturbance, though that accompany- 
ing bilobar hypopituitarism is rather more 
characteristic than any other. Even in 
this, the diagnosis should be more strongly 
supported by the physical signs of hypo- 
pituitarism than by anything else. 

The endocrine system should be investi- 
gated just as thoroughly and as regularly 
as any other part of the body and the 
observations and deductions regarding it 
should be well flavored with common sense. 


6054 Cottage Grove Ave. 


Medical Malpractice Suits 


(Second Paper) 
By CZAR JOHNSON, M.D., F.A.C.S., Lincoln, Neb. 


VERY malpractice suit is potentially 
E new medical jurisprudence. The more 
cases that occur the greater the probability 
of some new question arising and of a pro- 
nouncement of a new law, in the form of a 
judicial opinion, which may effect the 
entire medical profession. 

The x-ray has become _ universally 
accepted as a reliable means of diagnosing 
fractures and determining the position of 
fragments in the treatment. The use of 
the x-ray has therefore become a require- 
ment. Courts generally hold that if an 
x-ray were available, whether in the pos- 
session of the physician involved or not, 
and because of failure to use this instru- 
ment a disability or other unnecessary 
hardship resulted, this failure of the physi- 
cian to use an available x-ray is negligence. 

If failure to use an available x-ray is 
negligence, why does it not also follow 
that failure to use the microscope under 
similar circumstances is negligence? 

Telephone conversations and sidewalk 


advice and diagnosis are poor practice and 
are dangerous, from a liability standpoint. 

Medical advice and instructions are com- 
ponent parts of the practice of medicine. 
Advice that is at variance with the cus- 
tomary teaching and practice in a com- 
munity, or failure to give advice or instruc- 
tions in the treatment of a patient is 
undoubtedly negligence, 

Failure to give timely advice will be 
made an issue, sooner or later, in some 
malpractice suit, and a court ruling will 
make new law. 

The Workmen’s Compensation Law is an 
example of what may occur by judicial 
decisions, In some states this law has been 
broadened by this method until, for all 
practical purposes, it has become work- 
men’s health insurance. 

The trend of the times has been to trust 
to insurance for every known contingency. 

Liability insurance does not protect the 
individual physician or the medical society 
from unfavorable medical law. Insurance 
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compensates for some of the loss sustained 
and helps defray the costs required to safe- 
guard the profession properly in the 
courts. I am of the opinion that the most 
important function of medical defense 
committees is to prevent law suits and, 
when one is inevitable, to supervise organ- 
ized medical and legal defense to the end 
that no case be a source of undesirable 
medical jurisprudence. 


Negligence—Fact and Opinion 


Malpractice suits are predicated upon 
alleged negligence. Negligence, in law, is 
doing something which a reasonably pru- 
dent person would not do under the circum- 
stances, or omitting to do something which 
a reasonably prudent person would do 
under the circumstances, 

The definition is plain and easy to 
remember and it seems to me, every physi- 
cian who has been graduated from a med- 
ical college should be able to be governed 
by it. 

I define a malpractice disability as fol- 
lows:—A disability or condition for which 
a practitioner is answerable is one in 
which a proximate, causative relationship 
exists between the negligence of the physi- 
cian and the condition produced, without 
which a disturbance of function or change 
in the character, form or type of tissue 
would not have occurred as a natural and 
continuous sequence, unbroken by any con- 
trolling intervening cause, and which is 
recognizable and measurable by reasonable 
physical and laboratory means. 


The question is, has something been done 
which ought not to have been done, or has 
something been omitted which ought not 
to have been omitted which is the proxi- 
mate cause of the disaster? What was 
done or not done is a question of fact. 
What ought to have been done or not done 
is a matter of opinion. I want to empha- 
size the value of facts in the form of 
written records which show what was done 
and what was advised. The plaintiff will 
provide sufficient data about what was not 
done or not advised. 


The conditions which furnish the major- 
ity of malpractice actions are obstetrics, 
fractures, surgical operations and x-ray 
burns. In each locality some general and 
accepted rules in the treatment of these 
classes of cases should be formulated as a 
guide in practice and as a legal protec- 
tion to the profession. Authority for surg- 
ical procedures is often neglected. Many 
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surgeons remove organs of controversial 
value without the consent of the patient. 
A third party (except in the case of 
minors), whether husband, wife or parent, 
unless delegated by the patient, has no 
legal authority to give the surgeon per- 
mission to remove any tissue. A patient 
can not by any legal means absolve the 
surgeon from negligence, before negligence 
has occurred. 

What would be the reaction in the aver- 
age man if he went to the operating room 
for an appendectomy and, when he regained 
consciousness, he was presented a small, 
atrophied appendix and two prized ovoid 
spheres which normally were ensconced 
near the appendix? Do you think the scien- 
tific record that at some time these organs 
harbored Neisser bacteria would compen- 
sate for their loss? And yet we would 
become greatly agitated were some embryo, 
incompetent or unscrupulous surgeon sued 
for malpractice for doing this same rela- 
tive operation on a woman, 


Secret Information 


In practically every case, the petition 
and the outcome of a malpractice suit 
depend upon volunteered medical opinion. 
The assistance is invariably secret. Since 
time immemorial it has been the unwritten 
law of the profession that one physician 
shall not voluntarily testify against an- 
other in a malpractice suit. Of the two 
offenses, volunteering testimony and secret 
assistance, the latter is the more reprehen- 
sible; yet no organized effort has been 
made to prevent it. 

In all the cases I have been connected 
with, assistance has been given the plain- 
tiff, either knowingly, unknowingly or un- 
wittingly. In one case information and 
testimony supplied to an attorney for the 
purpose of securing compensation under 
the Workmen’s Compensation Law was 
used to file a malpractice suit against a 
physician who had previously treated the 
claimant. This opens up another avenue 
of danger to the medical profession. If 
this legal practice becomes general, physi- 
cians will do well to be very circumspect 
when mentioning any history involving 
the treatment rendered by another physi- 
cian, when making reports of examinations 
of individuals who are sent to them to 
determine the degree of disability, other- 
wise they may be subpoenaed as witnesses 
for the plaintiff and find themselves in a 
very difficult situation. 
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The physician must observe a summons 
to appear in court. It is the duty of every 
witness in court to answer truthfully ques- 
tions of fact. The physician who obeys a 
summons and testifies to facts only should 
not be condemned nor ostracized for obey- 
ing the law, no matter to what extent his 
testimony may damage the physician 
involved. 

It was Lord Coke who, centuries ago, 
told King James I that the King ought 
not be under any man, but under God and 
the law. So the medical profession need 
be subservient to no man but it must be 
under God and under the law. 


But—there is a vast difference between 
compulsory appearance in court and 
voluntary effort to appear. And when in 
court there is a vast difference between 
testimony concerning fact and testimony 
concerning opinion. The physician can not 
avoid testifying to a fact but he can avoid 
volunteering to do so, and there is no law 
that can compel him to form an opinion. 
He may be compelled to disclose what he 
saw, what he found upon his examination, 
what he said and what he did and why he 
did it. These are facts and not opinions. 
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The weight of decisions sustains the rule 
that, where an expert witness is summoned, 
he need not give his opinion without com- 
pensation proportionate to the value of the 
opinion. How could a witness be com- 
pelled to engage in a process of reasoning 
if he did not want to do so? 


It does not follow that because a physi- 
cian is a surgeon or specialist he is 
an expert medical witness. Wharton on 
Evidence, Section 434 says: “The distinc- 
tion between expert witnesses is this: the 
non-expert witness testifies to conclusions 
which may be verified by the adjudication 
tribunal; the expert to conclusions which 
cannot be so verified. The non-expert gives 
the results of a process of reasoning 
familiar to everyday life; the expert gives 
the results of a process of reasoning which 
can be determined only by special scien- 
tists.” To put this in simple language, 
the ordinary witness narrates facts from 
which conclusions are to be drawn: The 
expert assumes certain facts to exist and, 
from this assumption, arrives at a conclu- 
sion through a process of reasoning which 
is, as a matter of fact, an opinion. 
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The Treatment of Gonorrheal Epididymitis 
and Arthritis “ 


By CLYDE W. COLLINGS, M. D., New York 


HE suspensory we employ in the treat- 

ment of gonococcus infection of the 
epididymis consists of two pieces of adhe- 
sive plaster stuck together at right angles 
to each other in the form of a “T.” The 
average size of the larger strip of adhesive 
is 22 inches long by 4% inches wide and 
the smaller one 22 inches long by 1% 
inches wide. This latter piece is divided 
into three %-inch strips, the two lateral 
ones being used for perineal straps and 
the center one to hold a roll of crinolin 
gauze, 1 inch long by % inch diameter, to 
the suspensory. The purpose of this pad 
of gauze is to prevent the scrotum from 
slipping down between the bandage and 
the perineum. The skin of the scrotum 
is protected from the adhesive plaster by 
a piece of gauze. (Fig. 1). 


*From the Department of Urology, Bellevue Hos- 
pital and New York University. 
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In applying the suspensory, one hand 
holds the crinolin pad in the perineum; the 
scrotum is lifted up so that the weight of 
the testicle is taken off the spermatic cord; 
the other hand places the broad strips over 


the inguinal regions so that they center 
over the anterior-superior spines (Fig. 2). 
The perineal straps are then brought 
around the legs in the gluteal folds and 
join the broad strips at the anterior- 
superior spines. (Figs. 3, 4 and 5). 


Perineal stri ssed around in givtes! 
ids and shoched bo outer eohcF 
jr suport ~ Note position 

2e- roll, 


Fig. 3. 
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Showing ends of perineal strips 
attached at anterior superior 
spine. 


Fig. 4. 


To make the suspensory more durable 
and stick to the skin better, a piece of adhe- 
sive 2 inches wide, incorporating the two 
previous strips, is run from the great tro- 
chanter of one femur to the other. (Fig. 6). 


An average of 30 cases of gonorrheal 
epididymitis a month are admitted to the 
wards. Usually the patient is free from 
pain and the temperature is normal forty- 
eight hours after treatment is started. At 
the end of another forty-eight hours he is 
allowed out of bed and goes home on the 
fifth or sixth day. 


A re-admission to the hospital after dis- 
charge, for a recurrence of symptoms, is 
rare—perhaps one case in two months. 


If, in the first few days, the pain does 
not subside and the temperature is still up, 
epididymotomy, after the method of Hag- 
ner, is performed. This form of treatment 
is necessary in 10 percent of the cases. 
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Antero-posterior section to show 
supporting action of bandage and 
of gauze-roll. 


Fig. 5. 


The non-gonorrheal, non-tuberculous type 
of epididymitis is treated by this method 
and watched closely to see which way the 
tide will turn. Sometimes an operation is 
avoided, but in the majority of cases the 
epididymis soon suppurates and surgery 
is resorted to.* 


Gonorrheal Arthritis 


Patients with gonococcus infection of 
joints are treated by immobilization with 
a very heavy plaster cast (Figs. 7 and 8). 
For a red, hot, swollen joint, nothing short 
of complete rest will cure, and keep the 
infection from involving other joints. 


This form of treatment anchors the 
patient to the bed, (precludes hopping to 
the toilet). It seems to prevent untoward 
complications, as ankylosis and destructive 
arthritis. 


In a_ series of twenty-six carefully 


1.—Cabot : 


“Modern Urology.” Vol. 1, p. 358. 
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Cross-strips applied 
to secure stability and comfort 


Fig. 6. 


observed cases,” we found that if the 
inflammed joint was properly immobilized 
(this means placing at rest the joints above 
and below the involved joint) the pain is 
relieved in two or three hours. The patient 
can sleep without morphine. 


The cast is removed at the end of two 
weeks. The joint is given active and pas- 
sive motion. If there is still a moderate 
amount of painful swelling present, the 
cast is re-applied for another two weeks. 
At the end of the four weeks cast treat- 
ment the joint is “limbered up,” baked and 
massaged. It requires several days to get 
rid of the cast stiffness. 


At the end of a week the patient is un 
and about the ward. In two or three weeks, 
possibly back to work. 


2.—Observation on cast treatment of Gonorrheal 
Arthritis. J.A.M.A., December 11, 1921. 
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Beginning at foot, the entire leg is 
wrapped in cotton wadding up to 
the gluteal fold ~ Extra layers 
of wadding are applied to matleol: 
and to Knee 


8 a of 4° plaster bandage are molded to under- 
surface of leg and foor to form posterior splint. 


Fig. 7. 
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10 thicknesses of plaster bandage are used 
to make cast ~ Knee-region is supported by pillow 


Sheet wadding h* 
Posterior splint %y 
Plaster cast %° 


Fig. 8. 


Various vaccines, mercurochrome, dia- 
thermy, operation on the vesicles, ete., have 
been of no avail in our hands. 

983 Park Ave. 


The Emotions and Health* 


By MEYER SOLOMON, M.D., Chicago 


Associate in Neurology, Northwestern University Medical School. 


HE study of the emotions and of their 
"i aaebe to our daily life is of a practi- 
cal importance and value which is, today, 
far too little appreciated. Such study is of 
vital interest to every individual and is ap- 
plicable to every patient which a physician 
sees. Every human being experiences emo- 
tions and these emotions have an effect 
upon him, whether he realizes the fact or 
not. 


In order that we may have solid ground 
under our feet, let us begin with some 
definitions. 

What are emotions? They are such exper- 
iences as joy and sorrow; pain and pleasure; 
anger and tenderness; jealousy and confi- 
dence; love and hate; fear and faith. 

And what is health? It is the condition 
of the physical, mental and moral (not 
merely physical, mark you) faculties of a 
man which enables him to adapt himself to 


*Abstract of Talk given before the Medical Round 
Table of Chicago, February 11, 1926. 


his surroundings and the circumstances of 
his life without distressing difficulty or 
strain, and to function in those circum- 
stances with a minimum of friction and a 
maximum of efficiency and pleasure—the 
harmonious adjustment of the man, in all 
his parts, to the world around him and 
the activities within him. 


Do not make the mistake of thinking 
that an emotion is a misty, illusory thing 
without form or substance. An emotion is 
just as real as a tumor or a bone or a 
bacillus. 


But, you say, emotions are transient. So 
are infectious diseases and operative wounds. 
Be sure that when we talk of emotions we 
are dealing with real things. 


There are two general types of emotions: 
those which are stimulating, such as joy, 
pleasure, courage and love; and those which 
are depressing, such as sorrow, pain, fear 
and hate. The former cause an increase in 
our physical, mental and moral efficiency— 
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they are integrating; the latter cause a 
decrease in all our powers and in the full- 
ness of life—they are disintegrating. 

We may divide human functions into 
three great groups; the psychic, the skel- 
etal and the visceral. 

The psychic functions are what we know 
as thinking and feeling. In the former 
case we study and compare; we compile sta- 
tistics and determine their value and mean- 
ing; we reason, inductively or deductively; 
we pursue scientific researches and con- 
struct hypotheses to explain the phenomena 
encountered. The realm of feeling is that 
in which we deal with our desires, our 
wishes and our indirect or inner reactions 
to the people and things about us. Here 
are our desires for travel, food, joy, achieve- 
ment, change, sexual gratification and our 
sense of attraction or repulsion toward 
certain people, things, places or forms of 
activity, and all our other yearnings, crav- 
ings and wishes. 

The skeletal functions are those connected 
with the five senses and with the cerebro- 
spinal nervous system and the skeletal or 
voluntary muscles. We see, hear, smell, 
taste, touch; feel heat, cold, pain, etc.; work, 


move from place to place and perform all 
the physical acts of every-day life by virtue 
of these functions. 

The visceral functions are those presided 
over by the vagus and sympathetic nervous 
systems, sometimes known as the vegetative 


functions. Here we find the controlling 
mechanism of respiration, the beating of the 
heart, the peristaltic movements of the 
digestive canal, the activities of all the 
viscera, the activities of the endocrine 
glands and all the mechanism of the chem- 
ical changes of metabolism. 

Etymologically the word emotion means 
“a moving out,” or shaking up and, truly, 
the emotions do shake up the entire human 
machine very thoroughly, just as it may be 
shaken by the blow of an axe or a dose of 
strychnine, the extent of the shaking de- 
pending upon the type and strength of the 
emotion and the character and condition of 
the individual. 

Among the physical conditions which pre- 
dispose to emotionality—make the shaking 
more violent and profound—are fatigue, 
toxemias, infections and anything which 
causes a lowering of the general bodily re- 
sistance. If some definite disease condi- 
tion is present in any part of the body, the 
emotion is apt to exert its strongest effect 
there. 
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With regard to the make-up of the indi- 
vidual, we all recognize that some people 
have more stability, congenital or acquired, 
than is possessed by others. This is mani- 
fest in the cardiovascular system, the endo- 
crine system and in all the various parts 
and functions. Those who lack stability 
will respond to emotions with a violence 
proportional to that lack. 


The psychic level, or the plane upon 
which we carry on our mental life activ- 
ities, is strongly influenced by our emo- 
tions. This level is raised by the stimulat- 
ing emotions, such as love, joy, faith and 
the like, so that we think more rapidly and 
clearly, reason more logically, have a more 
retentive memory and find our confidence 
and efficiency increased. The depressing 
emotions, anxiety, fear, anger and such, 
lower the psychic level and lead to indeci- 
sion, discouragement, depression and des- 
pair. Almost all forms of insanity or men- 
tal deviation may have an emotional basis. 


Upon the skeletal system the stimulating 
emotions produce an increase in strength, 
activity and energy; while the depressing 
forms give rise to such conditions as 
fatigue, tremors, hyperesthesia or anesthe- 
sia, astasia abasia and changes in the spe- 
cial senses. It is well known that the acute- 
ness of the senses depends largely upon 
attention, which is nothing other than emo- 
tional interest. In hysteria and neuras- 
thenia, you will find enumerated many 
manifestations which belong here. 


In the visceral system disorders of all 
types may be produced by emotions. 
Anxiety, fear, anger or terror may so dis- 
turb the cerebral circulation as to produce 
insomnia, nightmares, dizziness, tinnitus and 
cranial paresthesias. The heart may be made 
to beat faster or slower. Generalized, tran- 
sient vascular contractions and dilations 
may lead to the vasomotor phenomena of 
blushing or pallor. The blood pressure may 
be raised or lowered. All these phenomena 
will be more or less marked, depending 
upon the degree and character of the emo- 
tion and the stability of the individual. 


The kidneys may be affected, giving rise 
to the well-known emotional polyuria which 
frequently affects certain individuals when 
under emotional stress of even so slight a 
degree as the excitement of watching a 
foot-ball game. Transient emotional gly- 
cosuria sometimes occurs from like causes. 

The gastrointestinal canal is often the 
seat of emotional manifestations. Com- 
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plete anorexia may appear in conditions of 
depression, dissatisfaction and discourage- 


ment. In fact, visceral motility and secre- 
tion are inhibited by the depressing emo- 
tions, the ancient Indian “ordeal by rice” 
being based upon the observed fact that 
fear often checked the secretion of saliva 
entirely, On the other hand, sudden diar- 
rhea may be the result of fear states. 


The stimulating emotions cause an in- 
crease of the digestive secretions and en- 
hance these processes. The increase of 
salivary secretion caused by the sight or 
smell of appetizing food is proverbial. The 
researches of Pavlov and Boldyreff on the 
emotional reactions upon the digestive 
tracts of dogs have placed this matter upon 
a thoroughly scientific basis. 


Sex feeling is profoundly affected by the 
emotions, being incited or increased by the 
pleasurable varieties and depressed or even 
completely abolished for weeks or months, 
or longer, by those which are depressive. 


The ordinary forms of impotentia 
coeundi, in which libido is present but erec- 
tion or ejaculation is inhibited, are almost 
always due to emotional conditions, such 
as fear or anxiety—the socalled psychic im- 
potence—and sexual erethism, premature 
ejaculation and spermatorrhea usually have 
a basis of fatigue or emotion or both and 
are usually without any organic causation. 


The cutaneous system may respond to 
emotions by profuse sweating or the re- 
verse, by horripilation or by premature 
or even sudden graying of the hair, though 
I have never personally encountered an 
authentic case of this latter phenomenon. 


Klauder, of Philadelphia, and others 
speak of psychic pruritus, and Dejerine, 
Dubois and many others have stated that 
psychic conditions may cause pains in any 
part of the body. This can not be a direct 
effect, because pain is of peripheral origin. 
Anginoid attacks and vasomotor spasm may 
produce pain, and hysterical contractures 
may produce not only pain but also muscu- 
lar fatigue. Such pains, however, are not 
direct effects of emotion, being due to vaso- 
motor phenomena, as are also the cases 
of pruritus and skin paresthesias said to be 
due to emotional disturbances. 


Edema, hyperemia, purpura and other 
hemorrhages are, again, not direct effects 
of emotion, but follow vasomotor changes. 

The cardiovascular weakness caused by 
psychic strains gives symptoms similar to 
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those produced by running up a hill or by 
a decompensated organic lesion. 


Syncope is very frequently of emotional 
origin, being as “real” as the same con- 
dition due to cardiac failure or surgical 
shock, and epileptiform or even true epi- 
leptic attacks not rarely have a similar 
etiology. So true is this that the conscious 
cultivation of calm, poise and quietness are 
as important for the well-being of an epi- 
leptic as are drugs or hygienic measures. 


The blood changes in various emotional 
states have been studied by Cannon and 
reported in his book, “Bodily Changes in 
Fear, Hunger, Pain and Rage.” ‘He found 
that the coagulability of the blood is in- 
creased in such conditions as fear and rage; 
that there is an increase in its content of 
adrenalin; that the blood-sugar is often 
found in excess; and that the digestive 
functions are wholly suspended, the blood 
being mobilized in the brain, heart, lungs 
and muscles, so that the organism is “pre- 
pared for fight or flight.” The same results 
follow sympathetic stimulation. 


In the field of the endocrine organs it is 
now pretty generally recognized that hyper- 
thyroidism may be brought on by a sudden 
emotional shock or by prolonged anxiety 
or worry. The stimulation of the adrenals 
is unquestioned. 


That a sudden stopping of the menses or 
distinct changes in general body tempera- 
ture may be the result of emotional states 
is not, to my mind, conclusively proved, 
though many interesting cases of that sort 
have been reported. We must be very care- 
ful to avoid post hoe ergo propter hoc rea- 
soning in such matters. 


Emotional reactions may cause very 
marked metabolic changes, the basal meta- 
bolism being often changed by more than 10 
points. 


The work of Crile, the surgeon, is not- 
able, and his books entitled “Emotions,” 
“Man—An Adaptive Mechanism,” and 
“Anoci-association,” etc., are excellent 
presentations of the facts from a surgical 
standpoint. The cultivation of control over 
the emotional and mental states is highly 
desirable, for patient and surgeon alike. 


Remember that the emotions can affect 
the entire kinetic mechanism—brain, thy- 
roid, adrenals, liver and muscles. Fear may 
cause the same sort of exhaustion as that 
which follows prolonged running, and gives 
rise to other physical conditions entirely 





836 


similar to those produced by drugs or other 
physical agents or by surgical shock. 

A man under strong emotional stress is 
like an automobile with the engine racing 
and the wheels locked. The car is violently 
shaken up; even the chauffeur becomes 
excited. The wear and tear on the me- 
chanism is as great as, or greater than, it 
would be if the car were being driven in 
a race. 

While it is true that physical states may 
predispose emotions, I am personally con- 
vinced that they never directly initiate 
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them and that all emotional upsets arise 
from mental conflicts centered about our 
basic desires. If you have weak tissues, 
especially the vital organs—heart, blood- 
vessels, thyroid, etc.—continued emotion 
will cause them to break down when, under 
favorable conditions, they would go on 
functioning adequately for years. It is 
quite obvious, therefore, that if you can 
relieve the emotional stress you will save 
the organs, and thus is shown how very 
important is the cultivation of mental poise, 
calmness and equilibrium. 


The Psychology of The Sickroom 


By A. H. WATERMAN, M.D., F.A.C.P., Chicago, Ill. 


SYCHOLOGY as observed and applied 

in the sickroom is a subject far too 
wide to be treated adequately in a paper 
such as this. It is my intention to consider 
only one aspect of it—the relations between 
the patient and his attendants and that 
portion of the outside world designated in 
this connection as visitors. 


The Frenchman, Villars, who said 
“Defend me from my friends; I can defend 
myself from my enemies” must have been 
popular and ill. Under the title: The 
Family Hazard, James Peter Warbasse has 
written: “Given a good doctor and a sick 
man—just those two alone—and the latter 
is to be felicitated upon the situation. 
When there is introduced the complication 
of the anxious wife, the solicitous family 
and the critical neighbor, Heaven help 
both doctor and patient and all of us! 
Many an important life has been sacrificed 
upon the altar of extra-medical solicitude, 
when, with the same disease, a poor devil 
without friends would recover.” 


In these days of specialization the prob- 
lems which beset the general practitioner 


receive slight attention. Indeed, if we are 
to believe unreservedly the pronouncements 
of a large section of the medical press, the 
“family doctor” is a species of medico now 
rapidly approaching extinction, and there- 
fore the difficulties which are peculiarly 
his are of too small importance to merit 
discussion. To the specialist the “family 
hazard” is a matter of little moment, and 
saving the patient from his friends may 
very well be left to Divine Providence; it 
is no concern of him whose practice is 
Limited to XYZ only. 


The regular medical attendant cannot 
thus blithely sidestep the perplexities pre- 
sented to him, and he often finds the com- 
plications thus set up quite as troublesome 
and dangerous as those listed in the text- 
books as being possibilities in connection 
with the condition from which his particu- 
lar patient chances to be suffering. He 
has seldom had any special training in 
social psychology, and even those who have 
are likely to find their powers severely 
taxed when it comes to dealing with the 
diverse personalities forming the social 
background of even the most commonplace 
and uninteresting of private patients. 


Visitors 


In the hospital the mere matter of “visit- 
ing” is quite easily controlled. Even the 
high-priced private pavillion has its rules 
in regard to hours of visiting and the 
length of each guest’s stay. The nurses 
in charge enforce these as a routine, with- 
out lacerating the feelings of anyone. But 
in the private home the evil may assume 
grave proportions, and the attending physi- 
cian must indeed be as wise as a serpent 
if he wishes to do the best for his patient 
and keep the* good will of that patient’s 
family and friends. Even with well- 
trained and highly competent nurses in 
charge—which in these days of high prices 
is less and less often the case—the physi- 
cian can never be certain that his orders 
are being carried out. Though we are 
always hearing that the trained nurse of 
today is so dictatorial and arbitrary that 
she turns upside down any household into 
which she enters, and has no respect for 
any one (be he ever so wise or eminent), 
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as a matter of fact, the majority of nurses 
strive earnestly to fit themselves into the 
routine of any household of which they 
are temporarily a part, and in their efforts 
not to antagonize or offend the patient’s 
family or friends, frequently permit viola- 
tions of their physicians’ orders in regard 


to visiting or other attention from out- 
siders. 


These same considerations frequently 
influence the doctor himself to be more 
lenient than his professional judgment 
counsels him to be. He is dependent upon 
the amiability of his patients, not only for 
his income, but for his standing in the 
profession and the community in which he 
practices; in short, his whole success in 
life—or failure to achieve it—rests upon 
this intangible something which we term 
the good will of those whom he serves in a 
professional capacity. This is an asset by 
no means easy to attain, and once gained 
is retained by conscientious effort alone, 
and not infrequently is lost altogether by 
some trifling circumstance that, in some 
other professional relation, less intimate 
and soul-revealing than that of doctor and 
patient, would not have made the slightest 
difference. The young man entering prac- 
tice realizes this and, far from being 
blameworthy, the effort to achieve personal 
popularity should be commended in every 
medical practitioner. So far as I know 
there are no courses in social psychology 
offered in any Grade A schools, yet ever 
since medical colleges have been in exist- 
ence, wise teachers have striven to give 
their students some insight into this most 
important side of clinical practice. As 
one of the old professors at Rush used to 
say: “Gentlemen, the practice of medicine 
is five percent skill and knowledge, and 
ninety-five percent savoir faire.” 


It is this savoir faire, this knowing how 
to do in the delicately balanced relations 
between the physician and patient on the 
one hand, and the family and friends on 
the other hand, which so often fails in the 
crucial test. The doctor feels that in order 
to obtain for his patients the tranquility 
he considers essential to their best welfare, 
he must run the risk of “hurting the feel- 
ings” of the rest of the family, and there- 
after be obliged to work in an atmosphere 
of antagonism which may, in large meas- 
ure, nullify the advantages his “strictness” 
has obtained for the patient. We do not 
have to be Christian Scientists to realize 
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that the mental attitude of those about us 
must inevitably influence the exercise of 
our powers, whether it be the physician’s 
skill in healing, or the patient’s exertion 
to recover through the healing skill. 

Confronted with such a dilemma, what 
course must the medical man pursue? Shall 
he take the upper or lower road, or shall 
he just “sit tight, saw wood, and say noth- 
ing?” My advice is that he follow the 
third course, but adopt what, in surgical 
parlance, is termed a “modified procedure.” 
He must assuredly sit tight; which means, 
he must decide what is best for his patient 
and stick to the course which seems wisest 
to him, come what may. He should also 
saw wood; which I understand to connote 
the use of forethought in providing a stock 
of fuel against future need; he can insti- 
tute and put into execution a line of pro- 
cedure for the friends and relatives, which 
shall serve as a substitute for their aim- 
less and often harmful activities. And 
finally, instead of saying nothing, he can 
preach a campaign of education among the 
laity generally, which one may fondly ven- 
ture to hope will some day bear fruit in a 
better understanding of the physician’s 
mental attitude, and the actual needs of 
those who are ill, regarding the question 
of sick room visiting. 


Rest is Essential 


Whenever the opportunity comes to him, 
he should preach the doctrine that the mere 
fact that a person is ill is an indication 
that rest is absolutely essential to him. 
This may seem a self-evident proposition 
which needs no argument to reinforce it, 
but I assure you, from a long and decidedly 
varied experience, that this is very far 
from being the case. Moreover, this rest 
should not be limited to the physical body 
alone. No matter what the malady from 
which the patient is suffering—whether it 
be encephalitis lethargica or a boil on the 
end of his nose—mental tranquility and 
absence of emotional stimuli are quite as 
important as potions and postures. If this 
doctrine could once be inculcated into the 
general lay mind, the family doctor’s life 
would be much easier. 

When we come to analyze our problem 
a trifle more closely, we realize that the 
present day attitude in regard to “visit- 
ing the sick” is in some degree a “hang- 
over” from pioneer times. In a new and 
sparsely settled community, unless 


“Brother holds the hand of brother” no 
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one can “step fearless through the night.” 
Individual existence depends almost wholly 
on community effort, and the further off 
the neighbors are, the more one depends 
upon them in time of need. Professional 
care of the sick was unknown until recent 
times, and the habits formed by the race 
and intensified by hundreds of years of 
usage are not to be lightly abolished. 


In the rural districts today, we still en- 
counter the volunteer fire department; and 
who, in thankfulness for the roof which 
they have so often kept intact over his 
head, would feel justified in criticizing 
their efforts? Yet no sooner does the rural 
community advance to suburban or urban 
conditions than the duty of fire protection 
is confided to a corps of paid men, spe- 
cially trained for that office. When the 
paid fire department is at work, the police 
establish “fire lines” to keep back any will. 
ing helpers from the amateur ranks; and, 
even if their feelings are hurt by this 
arbitrary procedure, I have yet to hear 
that the professional standing or social 
acceptance of any paid fireman has ever 
been injured thereby. But the doctor and 
the nurse—the trained and compensated 
fighters of disease—have not yet attained 
this freedom from calumny and censure. 

Therefore, we must build up a fire line 
of public opinion. We must try to impress 
upon all those whom we meet in this 
relationship the fact that the sick room is 
no place for visiting or social functions and 
that, no matter how well intentioned and 
affectionate unskilled care may be, it has 
no place in cases of illness when trained 
attendants can be commanded to take 
charge. To receive visits from a crowd of 
friends, no matter how solicitous, tends 
to exhaust even those in perfect health; 
and, when the normal strength is depleted 
already, the ebbing of vital force will be 
augmented in exact proportion to the num- 
ber of callers, the frequency of their visits, 
the number of those present at one time, 
and in still greater measure by the mental 
atmosphere to which each one contributes 
his or her share. 


Arrange for Visits 


Students of mental phenomena long ago 


discovered that “do’s” are much more 
effective than “don’ts.” Therefore, do not 
say to your nurse or the person in charge 
of the sickroom: “Don’t let him see many 
visitors; Don’t let him be excited; Don’t 
permit a lot of truck to be sent in.” Rather 
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inquire definitely—in case you are not 
familiar with your patient’s family con- 
nections and social circle—just who and 
how many will be likely to desire to express 
their sympathy and concern in person. 
Then suggest—but with a finality that will 
convey the impression of inevitability—that 
the relatives and intimates outside the 
family circle arrange among themselves 
who shall make the visits, and how often 
each one shall have opportunity to com- 
municate with the invalid. 

As soon as it is tactfully pointed out to 
them, almost anyone possessed of ordinary 
common sense will realize that a person 
of highly emotional temperament—such as 
Aunt Susan, who always weeps on the 
slightest provocation—may be advantag- 
eously excluded from the sickroom in favor 
of the more phlegmatic and less demonstra- 
tive Aunt Mary. But if it so happens that 
Aunt Mary has been so unfortunate as to 
be obliged to undergo some surgical pro- 
cedure which has furnished her with 
material for conversation ever since she 
“went into the hospital’ some years ago, 
it will be better to count her out also, and 
substitute Aunt Jane, who is always so 
busy running around to clubs and lectures 
and societies for improving this and that, 
that she never has time to attend to her 
house or her family. ‘Aunt Jane may not 
be a model housewife or even a properly 
devoted mother, but the chances are that 
she will bring into the sickroom less emo- 
tional disturbance than hysterical Susan or 
hypochrondriacal Mary. 

“But,” I hear someone asking, “how is 
the physician to find time to study the 
temperaments and psychic reactions of the 
entire family connection of A., whom he 
finds on his first hurried visit to be suffer- 
ing from lobar pneumonia? Won’t he have 
enough to do, preparing to fight for A’s 
life, with that bad heart of his, and his 
tendency to take a drop or two more than 
he should about every so often, without 
making a psychologic investigation of all 
the neighbors?” He cannot, of course, and 
if he cannot find at least one individual 
near the patient who can act as his vicar 
in this particular matter, he will have but 
little chance of arriving at an arrange- 
ment satisfactory to all parties. But in 
most cases, at least one such person will 
be at hand, and it may be possible for the 
doctor or nurse to shift upon his shoulders 
the onus of deciding who is, or is not, to 
see the patient. Sometimes it can be 
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pointed out that emotional display not only 
excites the patient, but does positive harm 
to the visitor himself, and those who are 
easily “wrought up” may be persuaded to 
keep away, out of consideration for their 
own welfare. 

The Telephone 


What has been said about visits and 
visitors applies with equal force to that 
ubiquitous tool of modern life, the tele- 
phone. Probably no person on earth real- 
izes what a torment a continually ringing 
telephone may be so profoundly as does 
the doctor—unless, possibly, it is the doc- 
tor’s wife. When a person whose human 
contacts are normally extensive falls ill, 
his friends, excluded from the sickroom, 
rush to the telephone, so that very shortly, 
the strident summons of that soulless 
machine becomes more harrowing than any 
amount of personal clamor. In a small 
apartment, indeed, it may be impossible to 
so muffle the sound as to keep it from dis- 
turbing the patient or depriving him of 
absolutely essential sleep, and yet it may 
be equally out of the question to discon- 
nect the instrument, lest some vitally im- 
portant message should fail of delivery. 


The physician in charge should not think 
it beneath his dignity to give explicit direc- 
tions in regard to the matter of telephone 
messages. Usually some member of the 
family will take charge of the matter, and 
may be relied upon to apportion the time 
and number of these calls in much the 
same way that personal visiting may be 
controlled. Perhaps because the telephone 
does not hark back to primitive times, the 
public generally seems more amenable to 
restraint in this regard. Where telephones 
are liberally distributed, it can often he 
arranged that one person shall make in- 
quiries at a stated time of day, and will 
then relay this message to others who are 
anxious for tidings. This arrangement is 
commonly readily made, if suggested at 
the beginning of an illness, and if it be- 
comes known among Dr. B’s clientele that 
he always insists upon it from the start, 
he is more likely to be applauded for it 
than criticized. 

Flowers 

Still another manifestation of outside 
solicitude which often reaches uncomfort- 
able proportions is the sending of flowers. 
Only a few years ago, hot-house flowers 
were rare and high in price, so as to be 
quite out of reach, except on extraordinary 
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occasions. 
these blossoms, often procured at consider- 
able personal sacrifice, was an attention 
greatly appreciated, largely because the 
flowers were few in number and a com- 
paratively unusual gift upon any occasion. 
At present, though the cost of flowers is 


To send a sick friend a few of 


actually greater than ever before, the 
means of procuring them is very much 
more widely distributed. No one seems to 
be content to send a sick friend a handful 
of pansies or a couple of roses; he is con- 
vinced that unless he fairly buys out the 
florist’s shop, his anxiety for his friend’s 
ill-health will not find proper expression. 
Consequently, most sickrooms are deluged 
with flowers, so that—in hospitals espe- 
cially—the mere matter of finding room 
for them becomes extremely annoying. 
Ixven those normally fond of flowers may 
be far too ill to enjoy them, as the odors 
or colors may be offensive, and a gift 
which in health would be a treasure, in 


illness means nothing other than an annoy- 
ance. 


What has been said of flowers applies 
equally to other gifts, especially those of 
food which, nine times out of ten, is abso- 
lutely unsuited to the dietary needs of the 
patient. These are, however, minor diffi- 
culties. Usually, if one or more members 
of the patient’s family can be relied upon 
to cooperate with the trained medical or 
other attendants, the disposal of these out- 
ward and visible signs of the good will and 
esteem of the patient’s friends, can be 
accomplished without social disturbance. 


Finally, our campaign for reform should 
be particularly directed toward fraternal 
organizations, and clubs which maintain 
“Visiting Committees” whose avowed rea- 
son for existence is to call upon the sick 
and to procure and send to them tangible 
evidences of the solicitude of the sick per- 
son’s associates. These committees are 
excellent things, and I would not for one 
moment appear to be disparaging in my 
attitude toward them or critical of the 
spirit which has brought them into exist- 
ence. I do feel, however, that the mem- 
bers of such a committee should be very 
carefully selected for their tact and social 
insight, and that they should distinguish 
unerringly between acute and chronic ill- 
ness and, in most instances, should com- 
municate with the physician in charge 
before making any attempt to perform 
their official functions. 
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The Chronic Invalid 


This leads me to emphasize the fact that 
all that I have been saying applies to acute 
illnesses alone. Every doctor knows that 
in long-drawn-out, chronic cases, he has no 
greater assistants than those who regularly 
visit his shut-in patients, and in a thou- 
sand ways seek to alleviate the tedium of 
slow recovery or lighten the burden borne 
by those for whom no recovery can be 
hoped. Yet more often than not, it is this 
latter class of invalids who are overlooked. 
Sudden acute illness has in it a certain 
element of drama; it arouses emotion in a 
way that the spectacle of a chronic invalid 
never does. It is impossible for the physi- 
cian to change this very common human 
reaction, but it is not impossible for him, 
now and then, to speak a word in season; 
to suggest, perhaps, that the high-school 
athlete who has broken his leg has already 
received a carload of flowers, while his 
cousin, whose tuberculous abscess of the 
hip has kept him from walking for three 
years, has not seen a single blossom since 
the frost nipped the chrysanthemums six 
months ago. It may not do any good, but 
we have often been told that the constant 
falling of single drops of water will event- 
ually wear away the hardest granite. Even 
single handed, the physician may accom- 
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plish much in diverting this zeal to express 
solicitude into channels where it may 
spend itself with greater advantage to all 
concerned. 


The matters of which I have treated may 
seem very trivial. In many respects they 
are, and yet, I am convinced that the 
phrase “killed with kindness” is by no 
means wholly metaphoric, The visiting and 
gift-sending peril is a very real one in 
many sickrooms, and it rests with the mem- 
bers of the medical profession to set on 
foot a movement for counteracting it, as it 
is obvious that no such action can ever be 
expected from the laity. It will require 
tact and patience, and a diligent applica- 
tion of the doctor’s whole store of psycho- 
logic knowledge and practical experience in 
contact with other human beings. 


Few men have greater opportunities for 
studying human nature in all its phases 
than has the “old-fashioned country doc- 
tor,” if such an individual still exists. 
Therefore, it is to him that we must look 
for reform, and we can rest confident that, 
if he is once awakened to his responsibil- 
ities in this matter, he will not be long in 
finding and applying the appropriate 
remedy. 

122 South Michigan Avenue. 


The Diagnosis of Sinus Disease 


By L. E. DAUGHERTY, M.D., Cumberland, Md. 
ERHAPS no other part of the body 


has had more attention directed 
towards it in the last ten years than that 
part of the head containing the nasal acces- 
sory sinuses. 

‘Much has been said and much more has 
yet to be said before we will know the 
physiology of the sinuses; the pathology is 
just commencing to be known; and as for 
treatment, we have really accomplished 
very little beyond a few well known prin- 
ciples of general surgery; namely, aeration 
and drainage. 

It is true that the general practitioner 
has more knowledge at his finger tips today 
than the specialist had ten years ago, and 
no doubt within the next ten our knowl- 
edge of the physiology will revolutionize 
our methods of treatment of these struc- 
tures, and then, perhaps, all our present 
complicated operations will be unlearned 


and new ones, much less radical, will be 
adopted. 


One has seen the trend of sinus treat- 
ment pass through all the stages from 
sprays to complete exenterations and back 
again to modified this and modified that, 
and today it seems that we are in the 
midst of conservative radicals. 

It is to be regretted that many physi- 
cians are depending almost entirely upon 
the x-ray for a diagnosis and many more 
upon lights of different types, proposing to 
transilluminate any and all sinuses with 
the belief that if there is no shadow there 
is no disease, and vice versa. On the other 
hand, the laity is becoming so apparently 
well versed on sinuses that, in some sec- 
tions, they no longer even go to the family 
physician but go directly to the one limit- 
ing his work to the head, and, in some 
instances, we even see those who have been 
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diagnosed by a “rubbing doctor” of some 
sort or even a spectacle fitter. Lately I 
was consulted by a very intelligent man 
who came because his wife said she was 
sure his sinuses were affected because a 
popular mouth wash would not relieve his 
bad breath. 

Certainly, were the physiology known, 
we would all be less mystified when the 
sinuses are spoken about. But believing 
as we do that they are for the purpose of 
moistening, warming and filtering the air 
(but not being quite sure) we are content 
to say, “Let the other fellow worry about 
what else they might be good for.” 


Anatomic Variations 


To one taking a large series of roent- 
genograms and seeing the wide variation 
in the size and shape and even the absence 
of sinuses, in many cases, with, oftentimes, 
a reduplication of the larger ones, it is a 
matter to cause wonder; and then again, 
when one operates a great deal and gets 
totally opposite results in apparently like 
cases, we feel justified in sitting down to 
ponder, 


We see many infants less than a year 
old with extensive disease and also many 
adults with not the faintest trace of ever 
having had a previous attack, and between 
the two literally thousands with socalled 


catarrh—nothing more 
chronic sinusitis. 

We must ever be on the alert for 
obscure cases, as the following will show: 

Girl, age 9; ideal surroundings; family 
history negative; Wassermann test nega- 
tive. 

Tonsils and adenoids were removed when 
6 years old because of mouth breathing 
and repeated colds that seemed to hang on. 
Entirely well following that for nearly 
three years, when she suddenly developed a 
fever with symptoms resembling a_be- 
ginning exanthem, including an earache. 
The drum was incised after the membrane 
began to bulge but discharge did not cease 
in the usual time, although the fever left 
and the child became apparently normal 
otherwise. 

X-ray examination showed the mastoid 
normal but a maxillary sinusitis present 
on the same side as the ear affected. After 
drainage of the antrum the ear stopped 
discharging almost immediately as if by 
magic. 


nor less’ than 


History 


Probably the most important single fac- 
tor in a diagnosis is a careful, well-taken 
history. Failure is almost sure if you 
neglect the history; and by a history I 
mean one that searches out the whole life 
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of the patient from the earliest account of 
the apparently simple cold, when nothing 
was thought to be the matter. The history 
should, in many cases, elicit a clue to the 
sinus involved. 


Next (and too often we think of this as 
being trivial), is the patient’s subjective 
sensations. 

Illustrative case: Woman, age 36, with 
no other symptoms except that she had an 
odor from her nose, at times, which no 
physician to whom she had gone could 
detect. Upon repeated examination she 
showed a left sphenoid retention which at 
times discharged a thin fluid with a very 
foul odor. Every test gave negative find- 
ings until lipiodol was injected into the 
sphenoid and the mucosal wall was found 
much thickened. 


If one is to depend upon subjective signs 
alone, one will often be led astray, because 
hardly ever will they be directly associated 
with the sinus involved. 

Objective Signs 

Greater stress is laid upon objective 
signs because in late years so many instru- 
ments have been added to our armamen- 
tarium that only too often do we almost 
rely upon one of them; the x-ray. Since we 
can see the ostium of only one of the 
sinuses, and that infrequently, our eyes 
do not help us much when viewing the 
interior of the nose, even when it is 
shrunken with one of the adrenal solutions. 
It is true we see discharge and we try to 
follow it to its source but that is not so easy 
as it sounds because the anterior group 
composing the frontal, anterior ethmoidal 
and antrum all have the same common 
ostium in the nasofrontal duct, emerging 
beneath the anterior end of the middle 
turbinate, 

Of course, pus is not the only thing 
sought after but it is a reliable guide when 
once it is found. 

Next in importance, no doubt, comes the 
transilluminator, and a poor one is worse 
than none at all. It is a fairly safe rule 
that when a sinus does not transilluminate, 
there either is or has been disease or else 
there is no sinus present. I would say that 
the transilluminator has no value at all in 
making a negative diagnosis, and very little 
in making a positive one except in the 
antrum and frontal sinuses, and then it 
must be verified in every case, either by 
the needle or the x-ray or both. 

The x-ray, as a means of diagnosis, has 
occupied various positions at times in differ- 
ent hands, at one time almost falling into 
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disrepute, due to the fact that some one 
other than the sinusologist made and inter- 
preted the film, Happily, the pendulum is 
swinging back again since the x-ray is 
becoming more frequently seen and used in 
every case, and that by the sinusologist in 
his own office. It is only by taking a picture 
in every case—and in many cases several— 
that we become at all proficient in reading 
any film with intelligence, and then some- 
times we do not seem to have enough in- 
telligence, else we would be correct in our 
diagnosis in every case. 
Roentgenography 

Personally I feel that no case should be 
treated until a thorough x-ray diagnosis 
has been made, regardless of what the symp- 
toms may be, if they are referable to the 
head in any way. Pathologically the case 
may seem clear-cut but the surgical anatomy 
will certainly be much clearer after films 
are made from at least two different angles. 

The question then comes up as to whether 
every sinusologist must have an x-ray 
machine. Certainly not; but if he is not 
closely associated with a competent radiol- 
ogist, then his patients are better off to go 
to one that is so equipped. 


Illustrative case: Man, age 51. General 
physical health excellent, but for many 
years has suffered with what he called 
“catarrh.” About ten days ago he had an 
ordinary “cold” which gradually cleared up 
with no symptoms until two days ago when 
he began to have dull headache over his 
right brow and some in his right temple. On 
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inspection the nose was negative except 
that there was moderate hyperplasia of the 
anterior end of the right inferior turbin- 
ate and a slightly more glistening appear- 
ance of the right naris in general. No pus 
was to be found and none could be obtained 
with suction. There was no deviation of 
the septum to the right and the middle tur- 
a was not hugging the lateral nasal 
wall. 

Transillumination was equal in intensity 
with varied degrees of light through both 
antrums. The nose transmitted light 
equally well but the right frontal sinus 
was very dark while the left was pink and 
showed the location of the different septa. 

The x-ray was then used and no frontal 
sinus was present at all on the right side, 
while the periosteum lining the right 
antrum was thickened and there was 
marked density increase. 

The antrum was washed and a great 
quantity of thick, cheesy material removed, 
which entirely removed his _ subjective 
symptoms. 


Conclusions 


The methods of diagnosis in their order 
of importance are: 

1—An_ extremely 
history. 

2.—Washing and bacteriologic examina- 
tion of the contents of the suspected sinus. 

3.—X-ray of the sinuses from at least 
two different angles. 

4.—Rhinoscopic inspection with the nasal 
speculum and a probe. 

5.—Transillumination with a _ rheostat- 
controlled light. 

19 S. Liberty St. 


careful, well-taken 


The Doctor’s Collections 


By R. L. PLUMMER, Chicago, Illinois 


N the May, 1924 number of CLINICAL 

MEDICINE appeared an article on the 
physician’s collection problems. Widespread 
interest shown by the physicians, upon the 
appearance of that article, has tempted me 
to reemphasize the vital importance of atten- 
tion to the collection of bills for services 
rendered. This may not be so amusing and 
entertaining as our good friend and littera- 
teur, Dr. George H. Candler, in his 
“Leisure Hour,” nor so absorbing as the 
learned discussions by professional men; 
but I am writing about the butter on your 
bread, the pork in your beans, the shoes 
for the babies! Many a man has gone out 
well prepared to cope with his professional 
problems, only to find himself, alas, woe- 
fully lacking in business instinct and 


routine. If I can be of assistance to such 
as these, I shall be gratified.* 


Meeting Obligations 


The complexities of modern life place 
many and sometimes burdensome obliga- 
tions upon all of us. The physician, with 
a necessarily high standard of living, con- 
sequent upon his position in his com- 
munity, must assume such obligations, and, 
needless to add, meet them with prompt- 
ness. Those people who supply his needs 
insist upon settlement, and there is noth- 
ing quite so hang-dog looking as the delin- 
quent debtor, chased about from pillar to 

*The writer will appreciate hearing from any of 
his readers with suggestions or criticisms. We 
would like to know if you get any benefit from 


following our suggestions. We may publish letters 
and comments, favorable or otherwise. 
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post by bill collectors. Self-respect is gone, 
and when that is gone the respect of the 
community is seriously in hazard. If the 
physician must meet his obligations 
promptly, why should he not be privileged 
to request prompt payment from his 
clients? No physician can, like friend 
Hamlet, “Live on air,” even if such sus- 
tenance be crammed with promises to pay. 

Would you meet your obligations 
promptly? Would you maintain your self- 
respect and the respect of your community? 
Then insist upon the collection of your 
own accounts! No practice is profitable 
that does not permit you to live and put a 
little aside for the rainy day or for old 
age. 

When Your Client Feels Like Paying 


When your patient is flat on his back, 
with one foot in his last resting place and 
the other foot slipping; when the gas tank 
is about empty and the old engine is gasp- 
ing for breath; when the loved ones are 
suffering and the “dark shadow” hovers 
over the home, there is no amount of mone- 
tary reward that would not be yours, freely 
and cheerfully paid, in return for your 
patient and skillful attention. Of course, 
you do not ask for prepayment—you can- 
not pass credit as the merchandising man 
does, Suffering humanity is reaching out 
its hands for help and, until victory is 
yours or you have been defeated by the 
“grim reaper,” your undivided attention 
is accorded the delicate task before you. 

Having finished your work you are 
entitled to your pay! Do not allow the 
keen edge of your client’s appreciation to 
be dulled by the lapse of too much time. 
The fresher in his mind the recollection of 
your services, the more readily will the 
obligation be met. Send your full state- 
ment the first of the month. 


The Chronic Poor Payer 


There is no community that is free from 
the chronic debt dodger and poor payer. 
With such people be very strict about im- 
mediate settlement. If you have an espe- 
cially poor credit risk to deal with you are 
justified in demanding payment in advance. 
This is an extreme case. In a location 
where there are several physicians they 
should organize a local association for 
mutual protection. This is very success- 
fully done. Such an association may 

**If our readers will communicate with the writer, 
R, L. Plummer, c/o CLINICAL MEDICINE AND SURGERY, 


North Chicago, Ill., and make known their needs, 
we will gladly submit an editorial for such purpose. 
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project a little welfare propaganda through 
the local paper. The editor will gladly 
write an editorial** on “Paying Your Phy- 
sician.” An effective appeal of this kind 
will stir up many a lagging and thought- 
less debtor, and result in settlement. Using 
the editorial method will remove any 
appearance of commercialism and will give 
the editor an opportunity, which he always 
appreciates, for raw-hiding the public in a 
nice way. He knows the public enjoys it. 

In an association of physicians, such as 
suggested, the members may warn each 
other of the “deadbeat” who refuses to pay 
and goes from one doctor to another in 
order to avoid meeting his just obligations. 
The physician who refuses to cooperate 
will soon find himself caring for the bulk 
of the poor-pay artists, and that will not 
spell much prosperity for him. Before long 
he is bound either to fold up his medicine 
case and leave the community or come in 
out of the storm! 

The Effect of Careful Collection 

It is an established fact that the debtor 
who is allowed to go too long without 
settlement and who gets in too deep is 
likely to be lost. Merchants have found 
that such a customer will turn away from 
their stores and pay cash to a competitor 
to whom he owes nothing. If you collect 
carefully and systematically your client 
has a healthy attitude towards you. He 
respects your business ability, and he is 
not discouraged by a mounting bill. We 
all know how bills do pile up and become 
unexpected mountains of debt. 

Most people expect to meet their obliga- 
tions. The careless collector defeats and 
dissipates such expectation. Naturally the 
debtor feels that if the creditor is indiffer- 
ent to the matter of payment “he should 
worry!” Do not add to your collection 
difficulties by neglecting so important an 
obligation to yourself and your family. 

In every community there is a certain 
amount of money circulating around pay- 
ing debts. It goes from hand to hand, 
decreased a little here, augmented a little 
there, but always moving. If you do not 
arrange to have it stop at your office on 
its rounds—well, it will not stop! Perhaps 
you cannot get all the results you would 
like; but who does? In proportion as your 
efforts are earnestly made you will find 
reward. 

How to Handle Accounts 

Adopt business rules—then live up to 

them! Join the local merchants’ or busi- 
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ness men’s association. You are a profes- 
sional man—but make yourself a business 
man. Get the advantage, here, which will 
be yours in knowing who is good and who 
is poor pay. Your associates pay each 
other their obligations; this has its advan- 
tages for you. The merchants will feel 
honored by your membership, and you will 
be one of your community instead of one 
in the community. Belong to or organize 
a local association of the medical men and 
exchange ideas and information, 
Be Regular 

Spasmodic collection efforts get spas- 
modie results. Treat spasms professionally 
by a regular application of business 
system. 

Carefully and regularly enter your daily 
charges in a book of original entry. Do not 
depend on memory, for if you do you lose. 
Get the habit of making entries imme- 
diately. Each evening, if possible, trans- 
fer the daily entries to a permanent record, 
either a _ loose-leaf ledger or a _ card 
record, 

On the first of each month, send out your 
statements of accounts and your letters re- 
questing settlement of delinquent accounts. 
If you are too busy to attend to it yourself, 
you are the man who cannot afford not to 
have office help to do it for you. If you 
have the time to do it yourself, do it—you 
need the money! One or two evenings 
devoted to this work, along toward the end 
of the month, will enable you to get the 
work out. If it has not been customary 
for you to do this regularly, and your 
clients have not been led to expect such 
attention, the results the first few months 
may not be entirely satisfactory to you; 
but keep it up. Gradually you will get 
attention and results. ‘Remember that 
your neat statements and nicely worded 
letters will be an advertisement for you. 
People who are just will not resent a busi- 
ness appeal for settlement, and those who 
are not just and fair will need the reminder 
anyway. 

Accounting and Collection Routine 

The following suggestions may be fol- 
lowed with great advantage. Flexibility in 
application of the routine is allowable. 
The personality of the client enters into 
your consideration. Study your client a 
little on this point and make notations on 
your permanent records. Some are sensi- 
tive, easily offended, must be handled with 
care. Others accept it as a business propo- 
sition, expect collection effort and respond 
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to more or less follow-up. Some you find 
you must jolt hard to get results. Others 
you may depend upon to respond to a very 
simple request. Build up your information 
as you work your collections and use the 
information to avoid friction. 

Do not forget that sharp, stinging, ugly 
letters are of no advantage. Make requests 
courteously, if firmly. A friendly attitude 
is more likely to get friendly consideration 
than a negative one lacking friendliness 
and personal appeal. For instance, if you 
address a letter to a client asking for pay- 
ment, make your salutation Dear Mr. 
Black, or Dear Mrs. Smith, rather than 
Dear Sir or Dear Madam. It gets closer— 
is not so impersonal. 

Near the end of each month, go over 
your accounts, sending out statements, 
requests for settlement, special notices or 
follow-up letters. A typewriting machine 
is a valuable asset in the office. 

The following forms of statements are 
suggestéd. If possible, have each style to 
use at different times or on various clients. 
If convenient, send a self-addressed en- 
velope with the first statement and the last 
letter. 

No. 1 
STATEMENT OF ACCOUNT 


with 
E. E. MANN, M.D. 
108 E. Main St. Chicago, Ill. 
Telephone South 56 
Mr. John B. Black, 
30 Washington St. 
Chicago, Illinois 
Sept. 1st, 1927 
20 House Calls 
July 15 to August 10 


5 Office Calls 
August 11-20 


KINDLY REMIT 


No. 2 


MONTHLY STATEMENT 
Chicago, Ill., Oct. 1, 1927 


Mr. John B. Black, 
Chicago, Ill. 


To E. E. MANN, M.D., Dr. 
Phone South 56 108 E. Main St. 


Arrange for settlement by 15th 
$70 


To Professional Services 
Received Payment 
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OH! 
THAT REMINDS ME! 
I OWE 
DR. E. E. MANN, 108 E. Main Street 
$70.00 
and 
I must remember to send check today! 





Chicago, Ill. 


When you send statement Number 1 
mark your record, “No. 1, 9/1/27,” mean- 
ing No. 1 sent September Ist. If payment 
is not in by October 1st, send number two 
statement and mark your record accord- 
ingly. On November first send third state- 
ment to such as have not paid. With some 
you may not want to wait to send three 
statements, but decide to follow up more 
vigorously by letter or personal call. The 
use of the telephone is a good supplemen- 
tary effort to make with some people. 

After sending out one or more state- 
ments, a series of several letters of grad- 
uated insistance may be sent. Your local 
printer will print these letters in type- 
written form on your letter head. Always 
fill in the addresses: 

Mr. John B. Black, 
Chicago, Illinois. 
Dear Mr. Black: 

The above is good form and makes the 
written appeal personal. Of course, you 
may fill in with pen and ink if necessary; 
but get a machine as soon as possible. 

Suggested Letters 


No. 1 


Phone South 56 


Dear Mr. Black: 

If some one owed you money and you had 
sent out three requests for payment and 
received no attention,- would you like it? 
But that is what has happened to me since 
I sent you my statement of account. 

You have never put yourself in my place 
and thought about it in this way, have you? 
I feel sure you will treat me fairly and 
send me your check for $ 

Cordially yours, 


Dear Mr. Black: 

If you throw this letter in the scrap 
basket without giving it your attention you 
will be doing yourself an injustice and 
treating your doctor unfairly. 
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Having responded promptly to your need 
for my professional services, I am justi- 
fied in feeling that I am entitled to my pay, 
and ask you for only what is justly due 
me. May I have the courtesy of your 
attention and your settlement of $.............. ? 

Very sincerely yours, 


Dear Mr. Black: 

Intentional Neglect 

Deliberate Disregard 

Unfriendly Attitude 
Must I attribute one of the above as a rea- 
son for your failure to pay me for my 
services? 

I hope not! 

May I hear from you with your check, 
either in part or in full on your account? 
The amount is $ 

Anxiously yours, 


Dear Mr. Black: 

Taking care of the sick keeps me busy 
most of the time, Beyond a certain limit 
I am unable to spend a great deal of time 
on matters of collection. For this reason 
I am compelled to place my collections in 
the hands of my attorney for attention. 

Your account has reached a point where 
it will automatically go to him. I regret 
that you have not responded to the con- 
tinued courtesy that I have shown you; 
but the point has been reached where an 
immediate settlement is the only thing that 
will save annoyance and expense. 

Come to my office—you will 
friendly—or send your check for $ 

Very truly yours, 


find me 


Dear Sir: en 


My attorney tells me he will have to sue 
you in order to get a settlement. I can 
hardly believe that you are so indifferent 
to your own interests in this community 
that you will compel me to this action. I 
want to avoid suit. There is only one way 
to do it. You can do it by coming in and 
arranging for settlement or sending your 
check. 

The amount is $ 

Very sincerely yours, 


Final Suggestions 


You may want to send more letters or 
fewer letters. Watch results and add to 
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or decrease your list. Perhaps you may 
find it an advantage to change the letters, 
or at least the wording. The statements 
should go out on the first of each month. 
The letters may be sent every month or 
every fifteen days, depending on how vigor- 
ously you wish to push your collections. 
When you have decided that you can do 


LEADING ARTICLES 


November, 1927 


no more by these methods, place the 
account in the hands of an attorney or 
collector and warn your confreres of the 
situation. 

If you follow this plan consistently you 
should suffer a minimum of loss from bad 
debts and will alienate very little patron- 
age worth considering. 


The Industrial Surgeon 
By RALPH ST. J. PERRY, M.D., Minneapolis, Minn. 


IFTY years ago industrial surgery 

was in its incipiency. The railroads 
were about the only industries then em- 
ploying surgeons to attend injured em- 
ployees, patrons or trespassers, These 
men were usually selected because of per- 
sonal friendship with the appointive 
powers or because no one else was avail- 
able. No special education, training or 
experience in industrial surgery was 
required or expected. A few surgeons who 
showed especial aptitude for the work and 
took an active interest therein, initiated a 
campaign for special study of and prepara- 
tion for this field of surgery. 

Half a century ago the duty of the 
“company doctor” was as much to protect 
the interests of the company as to attend 
the injured. In those days contributory 
negligence and the carelessness of fellow 
employees constituted a recognized defense 
in personal injury actions, and the com- 
pany surgeon was expected to secure from 
the injured person a signed statement tell- 
ing how the accident occurred and who 
was to blame therefor. I well remember 
the vigorous protests which emanated from 
the legal department when the surgeons 
proposed the transfer of this questionnaire 
to the claim agents. It was argued that 
the surgeon saw the injured employee first 
and could best protect the company’s 
interests by securing that person’s state- 
ment before some “shyster” lawyer got 
access to him. 

Through the intervening decades the 
practice of industrial surgery has de- 
veloped until today it is a recognized spe- 
cialty, including not only the care of the 
injured but also safety engineering, social 
service and athletic activities, the com- 
bined functions being usually designated 
as the Employees’ Service Bureau. The 


various activities of such an organization 
are shown in detail in the accompanying 
diagram. 

iAt first glance it would seem the indus- 
trial surgeon does a great of work that is 
not surgical, but as a matter of fact much 
of the work is done by others, the sur- 
geon’s duties being of a supervisory nature. 
I have always maintained that the sur- 
geon should be at the head of the Em- 
ployees’ Service Bureau, as he is better 
qualified, by education and training, to 
handle the many phases of the work, than 
is the social service worker, the safety 
engineer or the athletic director. 


For the benefit of those who may desire 
to take up this special line of work the 
following resume is given of my concep- 
tion of the several qualifications of a satis- 
factory industrial surgeon and some of the 
things he should know. 


Qualifications 


1—Graduate of a Class A Medical 
school, with the usual internship, and 
legally licensed to practice, 

2.—Five years of general practice, pre- 
ferably in the country. This gives the 
doctor a good general foundation for his 
specialty and develops his self-confidence. 


3.—Special knowledge of examination 
procedures, including psychopathic inves- 
tigations and mentality tests, of preventive 
medicine, accident prevention, and rehabili- 
tation of the disabled. 


4.—A general knowledge of the activities 
of the social service worker, the safety 
engineer, the athletic director and other 
related matters coming under his super- 
vision. 

He should have a working knowledge of 
the following: 
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INDUSTRIAL SURGEON 


| EMPLOYEE’S SERVICE BUREAU | 
ee eerenggeericeeee 


Medical & Surgical 


Social 
Service 


Servica 


Examinations. 
Accident Prevention. 
Shop Sanitation. 
Treatment. 

Rest Room. 
Dispensary. 
Hospital. 
Compensation. 


Housing, Ete. 
Education. 

Lunch Rooms. 
Home Economics. 
Benefit Associations. 
Savings and Loan 
Association. 
Churches, Etc. 
Pensions. Entertainments. 

. Medico-legal. Solicitors and Speak- 
Insurance. ers. 

2. First Aid Instruc- Americanization. 
tion. Canteen or Store. 
Fire Drills. Records and Ac- 
General Supervision counts. 

of all Bureau Activ- 

ities. 

Records and Ac- 

counts. 


5.—Special problems relating to the 
employment of women and children. 

6.— Pensions, insurance, compensation 
and liability—individual, group and com- 
munity. 

7.—Industrial plant organization. 

8.—Employment methods. 

9.—Job analysis. 

10.—Race and nationality problems. 

11—Industrial training; technical 
schools, apprenticeship, combination, cor- 
respondence methods, extension of train- 
ing, placement training after school work, 
special training after general training. 

12.—Costs of living, in general and under 
local conditions. 

13.—Work hours, fatigue and output, 
rest hours, shift systems, regularity of 
work hours, tardiness and absenteeism. 

14.—Security and continuity of work; 
work in slack seasons; “rights and bump- 
ing” versus consideration of fellow work- 
men, 

15.—Employment during convalescence 
from sickness or accident and in old age. 

16.—Employment when supplanted by 
labor-saving machinery. 

17.—Working conditions; as _ heating, 
lighting, ventilation, noises, rest rooms, 
food supplies, dressing rooms and lockers, 
wash rooms (wash bowls, shower baths 
and swimming pools), toilets for men and 
women, amusements during working hours, 
beautification of buildings and grounds. 

The purely medical and surgical duties 
of the surgeon may be listed as follows: 

1.—Examinations, physical and mental, 
for the following purposes: 


. 


—— 
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Safety 
Engineer 


Athletic 
Director 


Safety Appliances. 
Accident Preven- 
tion. 

. Fire Protection. 

. Fire Drills. 

. Housing, Ete. 
Sanitary Equip- 
ment. 

Records and Ac- 
counts. 


Gymnasium, 
Athletics. 

Physical Training. 
Playgrounds. 
Exhibitions. 
Records and Ae. 
counts. 


it One 


> 


a.—Applicants for employment. 
b.—Transfers from one job to another. 
c.—Promotion from one job to another. 
d.—Disability, rating of. 
e.—Compensation, awards of. 
f.—Vocational handicap. 
g.—Rehabilitation. 
h.—Pension, granting of. 
i—Insurance. 
j.—Discharge from employment. 
k.—Medico-legal. 
2.—Accident prevention, The installation 
of safety devices and similar protection 
against accident, though attended to by 
the safety engineer, should be supervised 
by the surgeon and the responsibility for 
the recommendation of such installation is 
as much that of the surgeon as of the 
engineer. The matter of the employment 
of disabled employees is directly up to the 
surgeon. 


3—Shop sanitation. Matters coming 
under this head are a direct responsibility 
of the surgeon who usually has ample 
authority for any measure it becomes 
necessary to enforce. 


4.—Treatment of disabilities. 


5.—Rest rooms should be maintained to 
meet the requirements of employees, espe- 
cially women and girls, who may be tem- 
porarily indisposed, who do not need hos- 
pitalization, but who, after an hour or so 
of rest and first aid treatment, will be back 
at work again. The surgeon should attend 
to its arrangement and to the installation 
of a suitable medicine cabinet, and should 
supervise its functioning. 
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6.—Dispensary. The surgeon should be 
competent to direct the installation of a 
suitable dispensary and operating room 
and to dispense drugs. 

7.—Hospital. Contract arrangements are 
usually made with an established institu- 
tion and the surgeon should know enough 
about hospital construction, maintenance 
and operation to select an institution suited 
to his needs. 


8.—Compensation and Pensions are mat- 
ters involving questions of degree of 
injury, degree of vocational handicap, the 
age of the employee and the probable dura- 
tion of the disability. These questions are 
of vital importance to both employee and 
employer and the surgeon should make a 
special study thereof. 

9.—Medico-legal questions are coming up 
constantly in this work and it behooves the 
surgeon to familiarize himself with the 
fundamental principles of law underlying 
his work and the court decisions affecting 
it. 

10.—Insurance covering compensation 
liability is maintained by many industrial 
plants. The surgeon should have such 
knowledge of insurance laws and decisions 
as will help him to an understanding of 
the rights and privileges of both employer 
and employees. 

11.—First aid instructions should be 
given as often as needed. Every surgeon 
should be able to compile and deliver tc 
employees a series of lectures covering first 
aid in the various kinds of emergencies. 

12.—Fire Drills. In every building 
housing any considerable number of em- 
ployees there should be established a fire 
drill, With the safety engineer, the sur- 
geon should make a survey of the build- 
ings, and then prepare a drill which will 
empty the building in the least possible 
time. Attention should be given to fire 
doors, elevator shafts, stairways, fire 
escapes, stand pipes, inside fire hose, ex- 
tinguishers, etc., and above all to cigarette 
butts, shavings, oily waste, rubbish, electric 
wiring, gas leaks, storage of combustibles 
and explosives, and other fire hazards. 

13.—Records and accounts should be kept 
in such shape that the surgeon can at once 
give the history of any particular case, 
the accident record of any section of the 
factory or shop, or the cost of maintenance 
of any part of the work. Surgical records 
must be kept in such manner that they will 
be accepted in court as evidence. 
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Functions and Status 


In addition to the duties here outlined, 
the surgeon who acquires the respect and 
confidence of the employees will be called 
upon to do more or less family practice, 
will become implicated in the social wel- 
fare activities of the community and 
sooner or later will develop into a father 
confessor, motherly advisor, general trouble 
adjuster and political mentor. If he wants 
to remain a successful industrial surgeon 
let him keep aloof from religious discus- 
sions and political strife, but active in all 
affairs calculated to promote the general 
welfare of the community. 


After studying the work done by the 
industrial surgeon one would think him a 
necessity rather than a luxury or a 
nuisance. Of course much depends upon 
the man; one may be too indifferent or 
inefficient to attend to his duties as he 
should; another may be such a stickler for 
inconsequential details as to be a trouble- 
maker; both become undesirable. Today, 
the efficient and tactful industrial surgeon 
is welcomed as a desirable member of the 
staff of most large industrial plants. 


There was a time, however, when the 
laboring men, who are the chief benefi- 
ciaries of the system, most strenuously 
objected to the activities of the company 
surgeon, their objections being based upon 
the questions of rehabilitation and re-em- 
ployment of those rejected because of 
mental or physical disabilities. The employ- 
ment of disabled men in factories, shops, 
mines and transportation work involved 
increased risks to fellow employees; the 
employees refused to release employers 
from the additional liability; the insur- 
ance companies demanded a higher 
premium for the extra risks; employment 
of disabled men also called for special 
supervision of their work and products, 
the use of special tools, tool parts, proce- 
dures and methods. 

Many employers, recognizing the limita- 
tions and extra burden of a disabled work- 
man, hesitated to employ such a person, 
and the result was that the disabled em- 
ployee too often became a “reject,” degen- 
erated into a derelict in the field of labor 
and ended as a beggar, a criminal, a public 
charge or a suicide. 

The protests of labor were heard and the 
public became aroused to the necessity of 
caring for these unfortunates; curative 
measures were gradually instituted and 
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today the man who becomes disabled in 
the course of his vocation (“in the line of 
duty”) is helped by his employers, the 
insurance companies and the state to 
become rehabilitated either in his old voca- 
tion or in some other suitable line of work 
and so to be able to face his fellow men 
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as an honest, self-supporting and self- 
respecting citizen, a credit to his family 
and an asset in the community. 

This, if nothing else, makes the indus- 
trial surgeon worthy of his hire. 

823 Nicollet Ave. 


Bumps on the Medical Road 


By A. H. SAWINS, M.D., Spokane, Wash. 


HE science of Medicine is very old— 

as old as man himself—and its trail 
down the ages has been rough, with many 
toll-gates along the way. 

It had its origin when man’s intelligence 
consisted largely of animal intuition.. The 
lower animals and birds of today know that 
gravel, grass, buds and certain herbs act 
as digestants, physics, or as emetics and 
doubtless man learned so much of Medicine 
during the long struggle, while he was 
learning to use his front feet as hands. 


From this crude beginning, Medicine 
fought its way up through the centuries of 
ignorance, superstition, witchcraft and 
sorcery, until it has become a science pre- 
eminent among the professions, and stands 
today with Law and Theology among the 
most liberal and enlightened of them. 


The medical profession has not yet 
reached the status of an exact science, nor 
is it likely ever to do so, because, as it 
progresses toward that state, it will be 
swallowed up by a universal knowledge of 
the laws of health, and the physician will 
no longer be necessary, excepting perhaps 
in cases of accidental injury—but that will 
be when the world is older. 

Today the medical profession is indis- 
pensably necessary—as necessary as Law, 
Engineering, or any other profession, if 
not more so. 

Notwithstanding that, as a lawyer once 
said, the medical profession has buried 
most of its mistakes, it has destroyed emi- 
nenty fewer lives than has either Law 
or Theology. Of course, these two brother 
professions may not agree with me in this. 
If not, we shall have to run our finger 
down the pages of history and let it pause 
at the numerous declarations of war by 
parliaments, congresses, kings and rulers, 
and at the edicts of dogmatic religious 
creeds, to show them the facts. 

From another standpoint, the peacock, 
it has been said, is a very pretty bird, but 


it takes the stork to deliver the goods. The 
medical profession, as juvenile usher, has 
presented the world, among others, with 
nearly all of the great lawyers and theo- 
logians, and these professions, as well as 
the world, owe the medical profession 
something for that. 
Financial Bumps 

It has not been so long ago—even while 
coppertoe shoes were popular in America— 
that the doctor’s fee consisted of whatever 
his patient chose to give him. It might 
consist of a bushel of potatoes, a pumpkin 
(which was sometimes made into a pie) 
or, in rare cases, a horse, whose vital 
energy had long since been converted into 
corn and wheat. I understand that it was 
much the same with the preacher. 

Times, however, have changed, and times 
will continue to change. This is a com- 
mercial age. Today we hear the Shylocks 
crying, “Lucre—Lucre,” from every house 
top—even from the church-house top. 

Barter is the watch-word, and the physi- 
cian is but human. Like the preacher and 
the lawyer, he has legs that get tired, a 
stomach that gets hungry and clothes that 
wear out, just as often as those of the 
banker, the farmer or the artisan; and he 
must have an income commensurate with 
the time and money which he has invested. 

So recently as a century or two ago, a 
medical education consisted in spending a 
year or so with a preceptor; but today it 
is different. 

Now when a young man contemplates the 
study of Medicine, the first thing he asks 
himself is, “How does Medicine stack up 
with other businesses as a revenue pro- 
ducer? How much can I get out of it?” 
And our present financial and social sys- 
tem demands that he ask himself these 
questions, for a medical education is expen- 
sive. 

Our best universities—and who would 
care to attend any but the best—require, 
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after the preparatory work of high school, 
four years in college and four years in the 
medical department, and after that the stu- 
dent must spend a year as intern in some 
hospital. This means nine years of hard 
work and study, before he can commence 
the practice of medicine. 

The expenditure in money, too, is con- 
siderable, a moderate estimate being about 
$1,200 a year, or $10,800 for the nine years, 
which must include matriculation, tuition, 
laboratory and other fees, as well as 
traveling, clothing, and living expenses. 
Of course, the cost depends somewhat on 
the habits of the student. Some would 
require as much again as others. 

The interest on the money, if borrowed 
at the bank, even at a moderate rate, 
would, before the bank could be reimbursed 
from the doctor’s income, easily reach an- 
other $10,800, making in all $21,600, which, 
if the doctor must pay from his profes- 
sional earnings, would require a long time 
to liquidate. 

The average student, beginning the prac- 
tice of Medicine, will do well to equip him- 
self with books, instruments, automobile, 
and other necessary appurtenances, and 
pay his running expenses during the first 
five years, while he is building up a prac- 
tice. He will do still better should he suc- 
ceed during the next succeeding five years 
in paying off the indebtedness for his 
schooling and medical training. 

The necessary running, or overhead, ex- 
penses of a physician are considerable, 
which expense is incumbent upon him as 
long as he is in practice. 

Thus, a physician may consider himself 
fortunate if he succeeds in paying off all 
the indebtedness which accrued while he 
was acquiring his M.D. degree, and other 
expenses, and is square with the world 
after ten years of practice. 

Therefore, it behooves a young man to 
look sharply to the financial bump along 
the medical road, and not hit it too hard. 


Doctor or Bricklayer? 


Had he entered, instead of college, the 
bricklayer’s trade, at twelve dollars a day, 
after three years on partial pay as an 
apprentice, in some moderate climate where 
he could work the year through, (counting 
out Saturday afternoons, Sundays and 
holidays), he would have earned, during 
the same period of nine years, $25,662. In 
other words, while a medical student is 
going into debt $21,600 for a medical edu- 
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cation, a brick-layer has learned a trade 
and earned $25,662, leaving between them 
a prodigious financial gap. 

At the end of nine years, the medical stu- 
dent would have a sheep-skin and, when he 
had registered in his state, a license to 
practice one of the noble professions, with 
a debt of $10,800 plus interest hanging over 
his head. On the other hand, the artisan 
would have plenty of money and a trade 
worth eminently more from a financial 
standpoint than the practice of Medicine. 
And had he chosen the bricklaying trade 
instead of the medical profession, fifty to 
fifty the building trade would have gained 
a good brick-layer, and the medical pro- 
fession been deprived of a poor doctor. 

Some physicians will, of course, build up 
a practice more quickly than others, but 
often when a doctor becomes thus quickly 
popular he is the saddest failure of all and 
is looked upon as a medical politician 
rather than a skillful physician. There are 
exceptions to this rule, but it is worthy of 
observation that the most trustworthy phy- 
sician is the quiet, self-possessed man, who 
can be relied upon at the time of greatest 
need. He does not talk shop, nor does his 
name or his professional doings appear in 
the newspapers, nor does he profit by 
patenting a medicine, an instrument or any 
particular operation. 

Advertising in any form is not done by 
the ethical physician, excepting possibly 
among the members of his own profession. 
Advertising to the public does not belong 
to Medicine. 

The young M.D., who is self-respecting, 
and who respects his profession and his 
patients, will require about five years to 
build up what is known as a full practice, 
and this is as it should be, for a hundred 
to one, were a student to jump from med- 
ical college into a full practice, he would 
lose it; and it should be so, for he ought 
not to be intrusted with such a responsibil- 
ity until he has come slowly and painstak- 
ingly up to it by experience. The first five 
years, at least, he is still a close student 
and should have plenty of time to study, 
especially each case that comes under his 
observation. 


Medical Side-Shows 


that 
I refer to 


There are other conditions, too, 
make the doctor’s road rough. 
the side-shows about the medical profession. 
The physician knows that there is but one 
medical profession—but one school of medi- 
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cine. There never has been, there never 
will be, there never can be more than one 
school of medicine. It includes all the means 
and methods known for protecting the in- 
dividual and the race from disease and 
accidents, for curing disease and repair- 
ing injuries; and there can by no possibil- 
ity be more than one school. 

This is as true of Medicine, as it is of 
Law, of Theology, or of Engineering. We 
may split up Medicine, Law or Theology, 
as we will, and label the segregations what 
we like, but the fact remains that any so- 
called school or cult is either a part of the 
mother profession, or of Christ’s teach- 
ings, or it is false. It is the same as with 
truth; it is either truth, or it is not. 

There would be no objection on the part 
of legislatures, the courts, the medical pro- 
fession or the public, if the adherents of 
any, or all, of the side-shows of Medicine 
would acquire a full medical course, as 
found necessary by the profession and pre- 
scribed by the medical colleges, and then 
practice their cult as a specialty in Medi- 
cine, under the medical law for public pro- 
tection, for then they would know, they 
would be familiar with the fundamentals 
of the science—anatomy, physiology, path- 
ology, and the ten or twelve other chairs— 
and would not then neglect something vital 
to the patient’s welfare. 

When we appreciate that for a hundred 
years and more thousands of the most 
scientific, best educated and best trained 
men of all nations, have been and still are 
devoting their lives, with millions of dollars 
at their disposal, to finding out the truth 
in preventing and curing of disease, of re- 
pairing the ravages of accidents, and 
lengthening the span of human life; when 
we appreciate that every thing and every 
means known to the human mind, that offers 
even the smallest chance of preventing and 
curing disease, has come and is coming 
under the critical scrutiny and scientific 
investigation of these men; that whatever 
will aid the medical fraternity in prevent- 
ing and curing disease, up to date, has 
either been adopted or rejected; we can 
better appreciate that any individual or 
set of men, without such training, who 
undertakes to treat human ailments, 
either presumes on the medical profession 
or reflects on the intelligence of the public. 

Medicine is bound by no creeds or 


dogmas, limited by no restrictions, save 
that of preparedness and that which serves 
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best to make the patient well and keep 
him so. Anything else is imposition and 
quackery, whether practiced by a misguided 
member of the medical profession or by 
an impostor. 

These same men have arranged a curric- 
ulum of study for medical students in all 
the great universities of the world, with 
laboratories in which no expense has been 
spared to equip with the best means and 
instruments to give the student the very 
best and fullest course of training in 
Medicine which is possible in the given 
time of four years or more. Can anybody 
do better than that?—No, it is impossible, 
except by extending the time of study. 

When an ill-informed (in Medicine) 
votary of a cult or side-show of Medicine, 
who has spent from three months to two 
years in studying a few of the principles 
of Medicine, passes judgment on the in- 
telligence of the medical profession, it 
roughens the physician’s road a little. 

There is, naturally, a considerable differ- 
ence between the practice of the average 
physician and the best that is known in 
medical science. This is necessarily so, not 
alone in Medicine but in all walks of life. 
Now-a-days, however, every physician is 
trained in the fundamentals and applica- 
tion of Medicine; but some men think, and 
others do not. 

There are doctors who, if they were to 
practice Medicine a hundred years, could 
not make a_ differential diagnosis of 
chicken-pox and California flea bites. Yet 
those same men might be able to juggle 
your eye-teeth out, if there was gold in 
them. These are, of course, misfits. 


Fee Splitting, Contract Work and 
Patent Medicines 

Other bumps in the medical road are fee- 
splitting surgeons, and the contract doctors. 

There is no objection to a physician 
working on a straight salary. The Pres- 
ident of the United States feels no dis- 
grace in doing that. But fee-splitting and 
contract work are quite something else. 

Patent medicines, nostrums, and pro- 
prietary remedies are also bumps on the 
medical road. They do not belong to Medi- 
cine, no matter who endeavors to pull the 
medical cloak over them. 

How laughably preposterous for a patent 
medicine vender in some eastern city, over 
whose nostrum factory the American flag 
flies, to treat a sick woman in Colorado. 
It is of no consequence that a well-mean- 
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ing neighbor has diagnosed her case as 
“stomach trouble.” To her neighbor, the 
“stomach” means the entire area from the 
head of the sternum to the mons veneris; 
and the “trouble,” land only knows which 
one of several dozen pathologic conditions 
of the stomach is meant by the word 
“trouble”! 

No less purely speculative is it for a 
shop-keeper, whose shelves groan with 
patented medicines, to sell a package to a 
customer for headache, without the slight- 
est notion of what is causing the headache, 
after which an oculist, by an examination, 
reveals the fact that the patient was suffer- 
ing from eye strain and cures him by pre- 
scribing proper lenses to correct his vision. 


Beating the doctor’s bill makes another 
bump on the medical trail. If the patient 
can not pay, he has only to convince the 
doctor of this fact to keep him as a friend. 
He may need him again. 


Science and Practice 


Medicine has reached a very high scien- 
tific standard, but its application is not, 
unfortunately, always in the hands of the 
most skillful. There is no help for this. 
Under the present system there is no way 
of determining in advance who is the fittest 
to study and practice Medicine. The bright- 
est in school may be the dullest in prac- 
tice. 

Medicine and surgery today are doing a 
great and indispensable service to the 
human race, and will continue to be indis- 
pensable so long as man persists in violat- 
ing the laws of Nature and of health. So 
long as he lives on waste products and 
chemically bleached and preserved food, 
breathes carbon dioxide, and doctors him- 
self with patent medicines, the physician 
will be in demand. 

It seems, however, that the physician 
can not do his best work so long as he has 
to deal financially with his patients. He 
has so much human nature in him; if the 
dollar were transparent, many of his diag- 
noses would be different. He is too much 
like the man who, owning the ferry boat, 
opposed the building of a county bridge. 

After all is said and done, if one is ill 
(with no matter what), run down from 
worry, too fat, or too lean; if one is breath- 
ing coal or sewer gas in his home; if one 
has a broken leg or a fractured skull; if 
one has rheumatism, falling hair or a way- 
ward son; the physician is his best friend. 
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He is the only one on earth who can help 
him—and we are living on earth. 

One may learn what sulphate and citrate 
of magnesia are used for. He has learned 
so much of Medicine. Our neighbor may 
have learned, and should, that milk of mag- 
nesia and a tooth brush are excellent to 
prevent the decaying of teeth. She may 
have learned so much of Medicine. She 
may not know that milk of magnesia is also 
excellent to apply to the burn on the baby’s 
hand. 

Some may have learned a good deal about 
massage and exercise without work, and 
a little about dietetics and, if they have it 
right, they have learned so much of 
Medicine. 

These are home remedies and are good 
in their place, but here is one thing that 
is overlooked: One may know about drugs, 
even as a druggist knows about them, but 
unless he is trained in diagnosis as well as 
the use of medicine he is as helpless as a 
babe in the woods—and far more dan- 
gerous, 

Ninety percent of Medicine—ninety per- 
cent of a physician’s work—is diagnosis; is 
finding out what is the matter with his 
patient and what caused, or is causing, his 
particular trouble. His treatment is by no 
means always the use of medicine or drugs. 
The profession is relying less and less on 
drugs; they are a small part of Medicine— 
only one chair of more than a dozen in the 
medical colleges. 

One of the greatest difficulties a physi- 
cian has to deal with is the patients who 
have been neglected or treated by home or 
neighborhood drugging, until they are in 
very bad shape—some of them beyond any 
earthly help. This is the most pathetic 
bump on the road. 

Some are prone to appeal to the physi- 
cian only when they become frightened, and 
I do not blame them overmuch, for now it 
is pretty well established that a man is 
what he eats and what he thinks and, start- 
ing without any organic disease, this is not 
far from the truth. 

Therefore, there is hope that some day— 
in a few more centuries maybe—we will get 
along without the doctor, excepting per- 
haps for accidents, in the schools teaching 
hygiene and in the laboratories in the 
interest of pure food, air, and water. 

When that time comes, his road will be 
smoother and then, too, there may even be 
a few flowers along his trail. 
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Surgical Diagnostics (Continued) 


A number of procto-sigmoidoscopes are 
now on the market, and as long as they are 
tubular in character, with an obturator to 
facilitate introduction; are provided with 
a good lighting system; and, in addition, 
have an attachment for the introduction of 
air so as to inflate the bowel when neces- 
sary, the particular make is of little 
interest. 


Simple as is the technic of procto-sig- 
moidoscopy, one should not undertake it 
without some familiarity with the anatomic 
conditions to be encountered and without 
knowing the measures necessary to ensure 
a successful examination. 


It will be a good plan never to undertake 
this examination at the first visit but to 
instruct the patient carefully how to clean 
out the lower bowel before the proposed 
examination, Ordinarily a rectal enema 
of soapsuds and water is all that is neces- 
sary, but the previous history and the 
approximate diagnosis of the condition may 
dictate a modification of this simple pro- 
cedure. 


Patients suffering from stubborn consti- 
pation require some laxative the day before 
examination. Half an ounce of castor oil 
is, perhaps, as good as any remedy. The 
taste is abhorrent to many patients and 
should be disguised by some suitable vehicle 
(orange juice). This is followed by an 
enema the morning of the examination. 


Patients who suffer from diarrhea are 
also given an enema the night before 
examination, but it is best to give 10 drops 
of tincture of opium on the morning of the 
examination and, if this procedure is to be 
undertaken in the afternoon, another dose 
of 10 drops is administered at midday. 
Immediately before the examination .the 
patient is instructed to empty the bladder. 

The patient must disrobe sufficiently to 


expose the nates and is then directed to 
take the knee-chest position on any ordi- 
nary examining table or chair. It has been 
found advantageous to allow the head to 
rest on a pillow, which position insures the 
formation of a right angle between the 
thigh and leg. This is the correct posture 
for sigmoidoscopy. If it is desired to 
restrict the examination to the rectum, the 
dorsal position, with the legs supported by 
stirrups, or the Sims position is satisfac- 
tory. 

In a fairly large experience I have 
never found it necessary to use anesthesia 
or analgesia. The instrument should be 
well lubricated with any of the customary 
materials used to render metal instruments 
slippery—oil of any kind is not practicable 
—and the introduction of the instrument 
must be made in a gentle manner and not 
before the obturator is well in position and 
a test of the lighting system proves it to be 
in good order; for nothing is so annoying 
as to cause pain by catching a fold of 
mucosa between the edge of the instrument 
and a loose obturator; or to find that the 
lamp is burned out or that there is a loose 
connection, a broken cable or the like inter- 
fering with the lighting. 

The introduction of the instrument pre- 
sents no difficulties and it should be gently 
pushed just beyond the internal sphincter 
muscle, when it is best to remove the 
obturator, because the only safe way to 
push on the instrument via the ampulla to 
the sigmoid is under the direct control of 
the eye, for which purpose, of course, the 
little lamp has to be switched on first. 


All this time the instrument has been 
held horizontally, but as it approaches the 
sigmoid it should be somewhat depressed 
in order to point it towards the dorsal 
part of the patient; but, before entering 
the sigmoid proper, the instrument should 
again be brought to the horizontal posi- 
tion. 


Occasionally it will be found impossible 
to identify the entrance to the sigmoid, 
doubtless because it is slightly below the 
level of a horizontal line drawn through 
the anus while the patient is in the knee 
chest position. If now the patient be in- 
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structed to breathe deeply, very often the 
entrance comes into view, but if this little 
maneuver should fail, gentle pressure on 
the rubber bulb to inflate the bowel will 
overcome all difficulties. 


Now the instrument has to be pushed 
forward—always with extreme gentleness 
—with the distal part directed downwards 
—that is to say towards the abdominal side 
of the patient—which is easily accom- 
plished by slightly raising the handle of 
the apparatus. The instrument can now 
be pushed on to a total depth of 35 centi- 
meters (14 inches). 

Examination is repeated while the in- 
strument is withdrawn, and this maneuver 
enables the examiner to include the sphinc- 
teric canal, when the speculum is about to 
be withdrawn completely. 

How much does _ procto-sigmoidoscopy 
help us in diagnosis? The answer is that, 
given a careful examiner who has trained 
himself to interpret the findings after a 
thorough familiarity with the normal 
appearance of the parts, the value of this 
diagnostic measure cannot be overesti- 
mated. 

One thing must be emphasized (though 
it is suggested by the remark that this 
examination should never be performed at 
the first consultation); namely, that a 
thorough clinical history must precede the 
test—in other words, we must have some 
idea of the pathologic condition we antici- 
pate to be present—though, of course, the 
history alone is not reliable enough to ex- 
clude entirely unexpected _ situations. 
Finally, digital examination must abso- 
lutely always precede instrumental exam- 
ination. 

While we shall comment on the normal 
findings as we go along, the best advice 
that can be given is to examine as many 
normal human beings as one is fortunate 
enough to secure. 


The next question that arises is, when is 
a procto-sigmoidoscopy indicated? In pre- 
vious issues of the Seminar the editor has 
pointed out the sad fact that carcinoma of 
the rectum has been overlooked because a 
thorough physical examination has not 
been made. But it is not suspected malig- 
nant disease alone that calls for this 
method of examination. If a patient com- 
plains of bleeding from the rectum we 
must bear in mind: hemorrhoids; hemor- 
rhagic proctitis, both of the sphincteric 
part and of the ampulla; hemorrhagic sig- 
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moiditis; and polyps. Of course any in- 
flammatory condition and polyps may co- 
exist with carcinoma. 


The second indication for examination is 
the appearance of pus or mucus in the 
evacuations. Polyps and ulcerative pro- 
cesses, as well as carcinoma, may be res- 
ponsible; though, of course, comparatively 
innocent catarrhal conditions may be the 
underlying cause. 

In studying the use of procto-sigmoido- 
scopy it is perhaps the best plan not to 
begin with the rectum, since that is best 
examined when the instrument is with- 
drawn, but to start with the uppermost 
part, the sigmoid flexure. 

The wall here shows, as a rule, narrow 
rugae and the mucosa is grayish-red. 
Pathologic changes can be seen with the 
instrument only below the colonic fiexure, 
as the bend at that place presents an 
obstacle to inspection. On the dorsal side 
one can observe the pulsation of the iliac 
artery. Carcinoma at this place does not 
differ from that in the ampulla, and one 
can differentiate between the ulcerated 
forms and those covered with unbroken 
mucosa, the growth making the impres- 
sion of infiltrating, protruding ridges. 

Dilatation of the sigmoid flexure can be 
made out easily and is of course helpful 
in the diagnosis of Hirschsprung’s disease. 
In the presence of inflammation, as part 
of a colitis, the mucosa appears hyperemic 
and swollen. The instrument easily injures 
it. 


Occasionally one sees unmistakable ulcer- 
ations which are covered by a bloody, mu- 


cous or suppurative deposit. Tuberculosis 
and dysenteric evidences are so rare in the 
sigmoid as to be negligible for this sketch. 

In the normal ampulla the mucosa is 
smooth. It is of course much wider than 
the rectal part of the sigmoid and one can 
often note contractions of the wall either 
by deep inspirations and expirations on 
the part of the patient, or on his being 
directed to press the abdomen as if he 
wanted to aid a bowel movement. If it so 
happens that the wall is collapsed, the 
bulb on the instrument will produce the 
required dilatation and we then see it in 
the instrument, with the folds appearing 
as half moons. 


In proctitis, the ampullar mucosa is 
slightly edematous, has a moist brilliancy 
and occasionally also shows follicles on the 
red wall. In intense inflammation, erosions 
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and ulcerations are not uncommon, and 
these are covered by blood, mucus or pus. 
In the latter case one is justified in sus- 
pecting an acute gonococcal infection. 


Tuberculous nodules are often seen in 
this part of the rectum and polyps are 
recognized with ease, irrespective of 
whether there is one or more of these 
growths. 

Carcinoma at this place usually appears 
as ulcerated, broken up growths, covered 
by mucus and blood which, in the majority 
of instances, cover the entire wall all 
around. 

The pathologic condition which often 
misleads is the differentiation between a 
stenosis due to tuberculosis or to late 
syphilis. If the clinical history does not 
help us we must, of course, have resort to 
the Wassermann reaction and, if need be, 
to tuberculin tests. 

The sigmoidoscope not infrequently con- 
firms or disproves the presence of spastic 
constipation. The contractility of the wall 
is striking as contrasted with the passive 
mobility when the ampulla is inflated, as 
can almost universally be observed in 
ordinary (atonic) constipation. 

(To be continued) 
Exercise No. 1 
(See September issue p. 700) 

Recapitulation. A young girl, without 
any history bearing on the case and other- 
wise in good health, developed painful tor- 
ticollis with almost lightning-like rapidity. 

The requirement in this exercise called 
for a free discussion with reference to 
etiology and therapy of acquired torticollis. 

Discussion by Dr. Charles E. B. Flagg, 

San Antonio, Texas 


If we exclude traumatic and neurotic 
origins, the cause and pathology of 
acquired torticollis are unknown. 

The affected muscle, usually the sterno- 
mastoid, is tonically contracted and is 
supposed to be loaded with metabolic 
products which are normally removed by 
the blood and lymph streams. 

The treatment consists of diathermy or 
radiotherapy and massage, either manual 
or vibratory. Intramuscular injection of 
2 ec. of physiologic saline solution and 
internal medication of a suitable charac- 
ter may be effective. 

Editorial Comment 

I have been very much disappointed with 
the discussion for two reasons: first, be- 
cause none of our more or less regular 
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contributors have been heard from, and 
second because of the small number of con- 
tributions which have come in, and these 
have been somewhat disappointing be- 
cause they contained merely repetitions of 
text book material. 

If this form of exercises is not desired— 
and it almost looks as if this is the case— 
I ask the readers to drop me a postal card 
to that effect and I will not try this form 
of material for our instruction again. I 
am particularly eager to hear from Gen- 
eral Acheson—who, by the way, has been 
quite ill—from Drs. Junger, Kooiker, 
Crack, Chapman, Parker, Nusbaum, Gregg, 
Larrabee, Robertson, our editor-in-chief 
and others. 

In discussing this exercise I desire to 
begin with the refutation of one statement 
from a contributor to the effect that a 
torticollis can never occur with lightning- 
like rapidity. Why the gentleman is so 
firmly convinced that such a condition is 
impossible he did not state. I am there- 
fore unable to disprove any theories he 
may have on the subject. The fact is that 
I, in common with very many other physi- 
cians, have witnessed such rapid occur- 
rences, not once but several times, and in 
each instance the patients stoutly denied 
that there had been any warning or pre- 
liminary symptoms. 

As Dr. Flagg has correctly pointed out, 
the etiology is either traumatic or nervous 
in character. He is not quite correct 
in believing that, beyond these two sources, 
any other etiology is unknown. 

Acquired torticollis may be due also to 
diseases of the skin, of the muscles, of the 
bones and joints. In fact the literature, 
especially the foreign contributions, is 
replete with such terms as dermatogenous, 
myogenous, neurogenous, osteogenous and 
arthrogenous torticollis. Burns, ulcers and 
sears of the skin of varying etiology may 
interfere with the free mobility of the 
neck and force the patients to maintain 
abnormal positions. Of course fixations of 
the chin to the chest would not be classified 
as torticollis, but we have seen instances 
in which the lateral fixation did not in the 
least differ from torticollis due to muscu- 
lar or nervous affections. 

Myogenous torticollis is the one most 
frequently seen and may be the result of 
many diseases of the neck and throat, espe- 
cially those of an inflammatory character. 
When the primary affection is cured or dis- 
appears the torticollis usually disappears, 
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except possibly in young or more or less 
hysterical patients who are prone to make 
a habit of the malposition. 

The traumatic torticollis, socalled, in 
spite of the assertions of the patient, must 
be accepted cum grano salis, for even an 
injury which undoubtedly was _ severe 
enough to tear a few muscular fibers need 
not be followed by torticollis. In fact, 
there is no logical reason to accept such an 
etiology at all. 

The socalled rheumatic torticollis, which 
resembles in many respects pronounced 
lumbago, often does occur with almost 
lightning-like rapidity and, while the word 
rheumatism is abhorrent to the present 
writer, as expressing no definite pathologic 
condition or lesion, the fact remains that 
socalled antirheumatic treatment, medi- 
cinal or otherwise, produces a rapid ame- 
lioration of the condition. Perhaps the 
word antimyalgic treatment is more appro- 
priate; at any rate, Dr. Flagg has pre- 
sented the right kind of therapy for this 
particular form of torticollis. 


As regards neurogenous torticollis, this 
is, in the majority of instances, due to 
cessation of function of the nervus acces- 
sorius, which may occur after trauma or 
irritation of the nerve. In this spastic form 
of torticollis we confront quite a thera- 
peutic problem. 


This recalls to mind that disease of the 
vertebrae has been regarded as a primary 
cause of torticollis; but according to keen 
observers the primary cause is to be sought 
in disturbances of the midbrain. 


This statement must not be accepted to 
exclude injuries and diseases of the spinal 
column, which often give rise to diagnostic 
difficulties which must be overcome by all 
the means at our disposal, especially roent- 
genography by an expert. 

Finally, when there is doubt about tor- 
ticollis being myogenous or osteogenous, we 
have a valuable means of differentiation 
through the administration of a general 
anesthetic, which will invariably relax mus- 
cular rigidity. 

In conclusion, mention must be made 
that even a parotitis has caused torticollis. 
The literature contains a number of 
interesting cases of rare diseases of the 
neck, as for example, lymphogranuloma, 
which have been responsible for the affec- 
tion under discussion, but it would exceed 
the frame of our exercise to do more than 
mention them. 
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Problem No. 9 
Presented by M. O. Robertson, 
Bedford, Indiana 


Preliminary to the problem the reader 
is informed that, though we live in a town 
with water supply, wells and cisterns are 
still being used. 

On August 1, 1927, I was first called to 
see a primipara, aged 20, in confinement. 
The usual L.O.A. position was determined 
and delivery took place normally, with a 
normal infant. A small perineal lacera- 
tion was sutured at once and healed kindly. 

At the accouchement the patient told me 
that at times she had suffered from pains 
in “both sides” for the past six years, 
which she ascribed to ovarian trouble. I 
paid no particular heed to this casual 
remark, for many women are in the habit 
of ascribing every imaginable pain to 
ovarian trouble, 

The puerperium was uneventful. There 
was never any rise of temperature and the 
patient was sitting up on the tenth day 
postpartum and was up and about during 
the next four weeks. 

August 27, the patient consulted me at 
my office for constipation. She stated that 
she was not particularly strong, which she 
ascribed to nursing. She had been consti- 
pated before delivery but this seemed 
worse since. She suffered neither from 
pains anywhere nor from digestive distur- 
bance. A suitable dietary and the use of 
mineral oil was advised. 

September 12, the husband narrated 
that she had eaten water melon on the 
9th, that it did not agree with her and that 
she was nauseated and had three bowel 
movements. On the 10th she had two 
bowel movements, but the next day she had 
no evacuation and resorted to an enema. 
She then had a little cramping sensation 
in the pit of the stomach. I cautioned the 
husband that there had been a recent epi- 
demic of diarrhea and a few cases of 
typhoid fever. I sent a vegetable pur- 
gative and also advised to reduce the 
quantity of oil, gradually. 

I saw the patient at my office September 
16, when she informed me that she felt 
weak and shaky, that my purgative had 
caused several movements, that she had 
been nauseated and “cramped” and vomited 
four days ago, had rested a good deal dur- 
ing the day while dressed and had taken 
an auto ride yesterday. At this visit she 

(Concluded on p. 866) 
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Ruptured Appendix and Peritonitis 
Treated With Metaphen 


(A Case Report) 


HE patient, a boy of 8 years old, was 

taken ill August 14, 1927, with severe 
pain in the abdomen. He had been eating 
watermelon and his parents, considering 
that to be the cause of his pain, did not 
call a physician until the following after- 
noon 

Examination (Aug. 15) showed tempera- 
ture, 101°F.; pulse 122, full and bound- 
ing; respirations 26; leukocytes 18,000. 
‘Abdomen moderately distended and tym- 
panitic, with marked rigidity over the 
entire surface, but especially over the 
appendiceal region, Features pinched and 
patient appeared seriously ill. 

Immediate surgical treatment seemed to 
be indicated and he was prepared without 
delay, the operation taking place at mid- 
night, August 15. 

When the abdomen was opened, about 
three ounces of pus, having a fecal odor, 
escaped. The appendix was found bound 
down by adhesions, enlarged and with the 
distal one-third gangrenous and ruptured. 

The operation was performed with all 
possible speed because, due to the absence 
of the regular anesthetist, who gives 
ethylene and nitrous oxide as a routine, 
ether was being given and the patient was 
not bearing it well. For this reason the 
abdominal cavity was not flushed out with 
isotonic saline solution or an antiseptic, 
which I consider good practice. Drains 
were placed in the right iliac fossa and the 
rectovesical pouch and the wound closed. 

When the wound was dressed, at 10:30 
A.M., August 16, the drainage was free 
and purulent. At 2:30 P.M. the tempera- 
ture was 103.4°F.; pulse 150; respirations 
32. His condition did not seem favorable 
and he was placed in the Fowler position, 
with the head of the bed raised 2 feet. 

‘Having heard of the value of metaphen, 
given intravenously, in severe infections 
and septicemia, I decided to try it. I hesi- 





tated to inject the full dose of 10 cc. in a 
child, so I gave 5 cc. of the 1:1,000 solution 
intravenously and injected the rest of the 
contents of the ampule into the depths of 
the wound by means of a catheter, intro- 
duced through the drainage tube. 


The next day (Aug. 17) the drainage 
was purulent, free and had a foul odor. 
At 8 A.M. the temperature was 102.4°; 
pulse 152; respirations 24. 

I repeated the administration of meta- 
phen, as on the previous day. At noon the 
temperature was 102.6°; pulse 130; res- 
pirations 22. At 6:00 P.M., temp. 100.2°; 
pulse 128; resp. 22. Up to this time the 
patient had suffered so much and been so 
restless that rather frequent hyopdermic 
injections of morphine had been required 
to give him any rest. 


At 6:00 P.M., August 17, I gave him 
10 ce. of metaphen, intravenously, and he 
slept fairly well throughout the night. 

On the 18th the drainage was still free 
but began to assume a seropurulent char- 
acter. Temperature 100.6°; pulse 108; 
respirations 20. At 9:15 A.M. I gave an- 
other intravenous injection of 10 cc. of the 
1:1,000 solution of metaphen. He slept 
most of the time until 4:00 P.M., when his 
temperature was 101°; pulse 112; respira- 
tions 22. In the evening he passed two 
small, liquid stools. Morphine, 1/16 grain, 
was given at 8 P.M. 

On the 19th the drainage was much more 
serous, but still free; temp. 98.2°; pulse 
98; resp. 20. At noon and at 3:00 P.M. 
the temperature was slightly subnormal. 
Soft stools were passed during the day. 

August 20 the discharge was much less 
free and the drainage tubes were removed. 
Temperature 97.4°; pulse 92; resp. 20. The 
temperature rose to 98.2° at noon and fell 
to 97.6° at 6 P.M. The patient took liquid 
diet and begged for more. 
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From this time on the convalescence was 
rapid and uninterrupted and the patient 
left the hospital on August 30 in good con- 
dition. 

I wish to call attention to the rather 
dramatic way in which this patient’s con- 
dition, which was decidedly unsatisfactory 
on the day following the operation, changed 
for the better after the intravenous injec- 
tions of metaphen, so that what promised 
to be a prolonged and stormy convalescence 
(at the best), became no more serious than 
that following an operation for simple, 
catarrhal appendicitis. 

I proceeded cautiously in this case, but I 
am now convinced that metaphen is rela- 
tively nontoxic, and on future occasions I 
shall give 10 cc. of the 1:1,000 solution, 
intravenously, without hesitation. 

Roy FisHer, M.D., 

Frederick, Okla. 


CLASSIFICATION OF PULMONARY 
TUBERCULOSIS 


The following is the classification adopted 
by the American Sanatorium Association 
and by the National Tuberculosis Associa- 
tion. 

Schema for the Classification of Patients on 
Examination 

Minimal Lesion: (Incipient) —Slight 
lesion limited to a small part of one or both 
lungs. No serious tuberculous complica- 
tions. 

Moderately Advanced Lesion: A lesion 
of one or both lungs, more widely distri- 
buted than under minimal, the extent of 
which may vary, according to the severity 
of the disease, from the equivalent of one- 
third of volume of one lung to the equiva- 
lent of the volume of an entire lung with 
little or no evidence of cavity formation. 

No serious tuberculous complications. 

Far Advanced Lesion: A lesion more ex- 
tensive than under moderately advanced. 
Or definite evidence of marked cavity for- 
mation. Or serious tuberculous complica- 
tions. 

Symptoms 

A—(Slight or None): Slight or no con- 
stitutional symptoms including particularly 
gastric or intestinal disturbance or rapid 
loss of weight; slight or no elevation of 
temperature or acceleration of pulse at any 
time during the 24 hours. Expectoration 
usually small in amount or absent. Tubercle 
bacilli may be present or absent. 
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B—(Moderate): No marked impairment 
of function, either local or constitutional. 

C—/(Severe): Marked impairment of 
function, local or constitutional. 


Schema for the Classification of Subsequent 
Observations 


Apparently Cured: All constitutional 
symptoms and expectoration with bacilli 
absent for a period of two years under 
ordinary conditions of life. 

Arrested: All constitutional symptoms 
and expectoration with bacilli absent for 
a period of six months; the physical signs 
to be those of a healed lesion; roentgen 
findings to be compatible with the physical 
signs. 

Apparently Arrested: All constitutional 
symptoms and expectoration with bacilli 
absent for a period of three months; the 
physical signs to be those of a healed 
lesion; roentgen findings to be compatible 
with the physical signs. 

Quiescent: Absence of all constitutional 
symptoms; expectoration and bacilli may 
or may not be present; physical signs and 
roentgen findings to be those of a stationary 
or retrogressive lesion; the foregoing con- 
ditions to have existed for at least two 
months. 

Improved: Constitutional symptoms 
lessened or entirely absent; cough and 
expectoration with bacilli usually present; 
physical signs and roentgen findings to be 
those of a_ stationary or retrogressive 
lesion. 

Unimproved: Essential symptoms un- 
abated or increased; physical signs and 
roentgen findings to be those of an active 
or progressive lesion. 

Died. 

Bul. Chicago Mun. Tuberc. San. 


PODALIC VERSION 


In presenting this subject I do not pre- 
sume to have made any new discoveries 
or any new methods of delivery but wish 
to impress one practical point that has 
served me well and enabled me to affect 
delivery where others had failed to do so. 

Case 1.—Was called in consultation with 
Dr. B. and when I arrived I found that 
patient had been in labor for about twelve 
hours; the right shoulder was presenting, 
with the arm protruding; the head was in 
the left iliac fossa with the feet in the 
right hypochrondriac region. 
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Dr. B. had the patient under an anesthetic 
twice and had tried at length each time to 
effect delivery by podalic version but had 
failed each time. 

As the doctor was nearly exhausted, he 
gave the anesthetic and I did the operating, 
using my left hand where Dr. B. had been 
using his right, and after some little diffi- 
culty I succeeded in grasping the feet and 
delivered the child. 


Cases 2 and 3 were almost identical with 
the first case. The patients were all multi- 
parae, had been in labor for ten or more 
hours and the attending physician had made 
repeated efforts to effect delivery by ver- 
sion, in each case using the right hand, 
and had failed in each case. 

It can be readily seen that in introducing 
the right hand, when the child is with the 
head in the left iliac fossa and the feet 
in the right hypochrondrium, that the back 
of the surgeon’s hand is toward the child 
and it is almost impossible to rotate his 
hand and grasp the feet of the child; where, 
if the left hand is introduced, the palm of 
the hand is toward the child, which makes 
it much less difficult to grasp the feet and 
effect delivery. 


I. L. JOHNSON, M.D. 
Samson, Ala. 


HEADACHE 





I have been located in southwest Arkansas 
for eleven years, on the Red River which, 
with its feeders, lagoons and ditches, makes 


a first-class breeding place for Anopheles 
mosquitos. 


Sixty percent of the headaches in my 
male patients, and 45 percent in females, 
are caused by malaria. The other causes 
are infected tonsils, abscessed teeth, in- 
fected nasal sinuses, etc. The reason for 
the difference in the incidence of malaria 
in men and women is that the women are 
less exposed to mosquitos than are the men. 

I should say that 20 percent of the head- 
aches in women are due to reflexes from 
abnormalities of the pelvic organs. 

When a patient comes into my office— 
headache or no headache—I take a speci- 
men of urine and of blood from the finger 
or ear lobe. If the blood shows malarial 
parasites I give a purge and at once inject 
10 cc. of quinine dihydrochloride solution, 
intravenously. The injection is repeated 
every 3 days until 4 doses have been given. 
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This is usually the only treatment required, 
except that for the splitting headache which 
always accompanies the initial malarial par- 
oxysm. For this I give 1 or 2 tablets of 
allonal. 

After the patient has ceased to have 
chills and headache I frequently prescribe 
spleenmarrow (Wilson Labs.); and I always 
give it where the patient has been having 
occasional chills for several years and the 
red blood cells are diminished. 

ALFRED KELLETT, M.D. 
Doddridge, Ark. 


APPENDICITIS 





The article on page 460 of the June 
CLINICAL MEDICINE AND SURGERY, by Dr. 
Spradling, and your comments in reference 
to appendicitis and its treatment, were of 
more than passing interest to me, and 
should be to every country physician, espe- 
cially. 

I do not claim to be a national authority, 
although 40 years of active service in the 
city and country, meeting many of these 
cases, should be sufficient schooling to war- 
rant an opinion. First, as we all know, 
every ache and pain in the abdominal cavity 
means, to the surgeon, operative interfer- 
ence. Correct diagnosis is often doubtful 
during the first 24 to 48 hours; but with a 
sharp, sticking, stabbing pain in the lower 
right abdominal quadrant, which doubles 
the patient up like a jack knife and so 
severe that it throws him into a chill, fol- 
lowed by fever almost simultaneously, with 
nausea and increased pain even to the 
touch, a specialist or surgeon is not re- 
quired to diagnose the case. 

But is it an actual case of appendicitis? 
Most doctors would unhesitatingly say that 
it positively is; but differential diagnosis 
between this condition and perityphlitis is 
the only positive proof, and that requires 
48 to 96 hours to determine whether the 
appendix is involved, or only the ileocecal 
ring (valve). After 24 hours of rest, from 
a hypodermic of % grain of morphine and 
a “No. 1 H.M.C.” (Hyoscine hydrobrom., 
gr. 1/100; morphine hydrobrom., gr. %; 
cactoid, gr. 1/120), together (that is my 
invariable dosage), you have complete 


re- 
laxation and gradual improvement, (if 


other appropriate treatment is given) if the 
case is perityphlitis; but if, on the second 
to fourth day, there is a severe chill with 
profuse sweating, you know that surgery 
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is the only salvation and must be done im- 
mediately, as every hour’s delay means in- 
creased danger and lessens the opportunity 
for a successful recovery. This second con- 
dition proves positively the presence of pus 
in the appendix—a true case of appendi- 
citis. 

I myself had what I still believe was a 
case of perityphlitis 10 years ago, and I 
know every pang and symptom from actual 
experience. It struck me about 2 o’clock 
in the morning. I had been riding horse- 
back (which my country work had de- 
manded for 18 years) and came in very 
tired about 10 o’clock, chilled through from 
a long, hard trip. After getting warmed 
up I felt fairly comfortable, went to bed 
and into a sound sleep. About 2 o’clock, 
if some one had stabbed me in the appen- 
diceal region with a big butcher knife it 
could not have pained worse or roused me 
from sleep more suddenly. 

My wife wanted to call one of our doc- 
tors, but I loaded my hypodermic syringe 
with % grain of morphine with one “H.M.C. 
No. 1.” A big dose? Sure, and, as the 
Indian would say, “Big pain.” I injected 
this in the thigh and, in 10 minutes, could 
begin to feel easier. 

I then took a full teaspoonful of an in- 
testinal antiseptic powder with a glass of 
Pluto water and followed this with a %4- 
gallon enema of hot saline solution, in- 
jected with a rectal tube to carry it up 
into the ascending and transverse colon. 
By this time (20 minutes to % hour after 
waking), I was feeling gloriously easy after 
the most horrible pain I had ever exper- 
ienced. I slept until 9 o'clock in the morn- 
ing, and when I did awaken it was not from 
suffering, but from the results of the Pluto 
water. After my bowels moved I felt 
greatly relieved, but there was still con- 
siderable tenderness in the appendiceal re- 
gion, which continued for several days. 


If a chill and profuse sweating had ap- 
peared, I should have consented to opera- 
tion, but it never occurred and each suc- 
ceeding day I could observe the subsidence 
of irritation and the tendency to inflam- 
mation. In a week I was able to be up and 
around, but still had some tenderness and 
occasionally pain. Fever disappeared en- 
tirely in 4 days. The highest temperature 
was only 102° F., and I knew that indicated 
no very great inflammatory condition. 

My other treatment was echinacea and 
calcium sulphide, with 4 ounces of mineral 
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oil 2 to 3 times a day for a month, or at 
least until I was satisfied that there was 
no danger of any inflammatory condition 
developing and all danger of septic infec- 
tion had been overcome. 

That was 10 years ago, but since that 
time I have frequently had symptoms of a 
return of the old trouble. It would almost 
immediately be relieved by a drink (not 
dose) of 4 ounces of mineral oil. 

Like Dr. Sprading, I have treated many 
cases of perityphlitis and 6 cases of true 
appendicitis. Two of these latter were 
severe cases that had the decided chill, pro- 
fuse sweating and positive pus formation, 
but were too poor and too far from the 
railroad to be moved to the hospital. They 
simply trusted me and I trusted the Lord, 
used every preventative at hand and saw 
both cases recover. The other four were 
more fortunate financially and were oyer- 
ated upon. Three recovered and I am con- 
fident the fourth would have done so too, 
but the surgeon refused to operate at 4 
P. M. and waited until 10 the next morn- 
ing—24 hours after the chill. The result 
was a ruptured appendix. 

The Editor’s idea is correct, and my ad- 
vice in every case, whether it be perityphli- 
tis or appendicitis, where the patient can 
afford the financial expenditure, is to have 
the offending part removed. It will save 
months and years of time and avoid any 
possible return or complication. If the 
patient is a woman, then the danger of 
complications is greater. 

Besides saving time, surgical interference 
will also save a starvation diet for 2 or 3 
years, to keep off an attack. If they all like 
to eat as well as I do, it is no little punish- 
ment to deprive them of all those good 
feasts that are dangerous to a touchy, 
sensitive appendix. 

J. R. SMITH, 

Warsaw, Mo. 


[The use of the term, “perityphlitis,” is 
not common at present, and Dr. Smith’s 
description indicates that he uses it to mean 
what is now generally spoken of as acute, 
catarrhal appendicitis, reserving the term, 


“appendicitis” for the suppurative and 
gangrenous forms of the disease. This is 
merely a question of nomenclature. 

We must be very careful not to be misled 
by the mildness of the symptoms, in certain 
cases. Fulminating, gangrenous appendi- 
citis is frequently accompanied by little 
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fever—the temperature may even be sub- 
normal—and by relatively slight pain and 
tenderness. Purgatives are by no means 
always safe remedies to give. 

Appendicitis, in all its forms is a surgical 
disease, provided a competent surgeon is 
available; if not, we must simply do all we 
know and then trust in God and the vis 
medicatrix naturx, as we do in all other 
cases.—ED. ] 


CONGENITAL PROTECTION AGAINST 
SMALLPOX 





In CLINICAL MEDICINE AND SurGERY, for 
August, 1927 (p. 629), Dr. Geo. B. Lake 
reports a case of smallpox in a woman 
at the time of delivery. The infant was 
vaccinated on the second day and did not 
develop the disease. 

A few years ago I was called to attend 
a woman in labor and found her covered, 
from head to foot, front and back, with a 
typical smallpox eruption, just past the 
vesicular stage. 

Labor was uneventful and the infant 
was normal in every respect. I felt that 
vaccination would be useless in this case, 
and omitted it. The mother nursed the 
child and took care of it, and it did not 
develop smallpox. Both mother and child 
have been well ever since. 

Was it “luck” that the child did not 
develop smallpox? or had it become im- 
munized in utero? 

FELIX F. VONNEGUT, M.D. 

Hague, N. Dak. 


[This raises an interesting question, con- 
cerning which the following suggestions 
are abstracted from Nelson’s “Loose Leaf 
Living Medicine”: 

In a group of 113 cases of smallpox in 
pregnant women, 58.4 percent aborted and 
40 percent of these died. Smallpox is a 
very serious complication of pregnancy. 

When a pregnant women develops small- 
pox, the fetus usually contracts the 
disease and may die and be expelled or 
recover and be born with lesions or scars 
of the eruptions. If the mother’s infection 
occurs very near the time of delivery, the 
infant may develop the disease a week or 
ten days after birth, even if removed from 
the mother. 

In almost all instances, susceptibility to 
vaccinia indicates susceptibility to small- 
pox. Sometimes the child of a variolous 
mother will not react to vaccination, and 
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in these cases, some of the children develop 
smallpox and some do not. In most in- 
stances, smallpox in the pregnant woman 
does not destroy the infant’s susceptibility 
to vaccinia, 

When infection has occurred in utero, 
vaccination of the infant at birth miti- 
gates the character of the subsequent erup- 
tion. 

On the basis of these statements, we are 
inclined to feel that Dr. Vonnegut’s exper- 
ience in this case was due to “luck,” and 
we strongly urge that, when a child is 
born to a woman in the active stages of 
variola, the infant be immediately vac- 
cinated with a potent vaccine.—Eb.] 


DO’S AND DON’TS FOR YOUNG 
PHYSICIANS 





DO 

Join your County Medical Society im- 
mediately. 

Apply for membership in the A.M.A., be 
cause all physicians should support organ- 
ized medicine. 

Join some religious organization; medi- 
cine and religion should walk hand in 
hand, 

Institute business methods in your office. 

Treat the worthy poor without charge; 
but collect at once any bills from those 
able to pay your fees. 

Study each case; know just what you 
are treating and why you are treating 
it as you are. 

When you can afford it, marry a help- 
mate—not a social climber, a nagger or a 
jealous woman. 

Be on the job at all times. Remember 
that medicine is a jealous mistress. 

Observe every tenet of medical ethics— 
treat your patients and confreres as you 
want to be treated. 

Conduct yourself like a gentleman at all 
times, remembering that a physician is at 
least several degrees above hoi polloi! Ours 
is a dignified profession. 


DON’T 


Do not join lodges merely in the hope of 
gaining practice. 

Do not permit people to speak slightingly 
of medicine nor of the medical profession. 

Do not be playing golf when you should 
be at your office. “A time for everything!” 
Do not affiliate yourself with free clinics. 
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Do not permit folks to call you “doc” 
unless the clergy permit people to call 
them “Reyv.”! 

Do not attempt, even indirectly, to take 
patients away from any other physician. 

Do not try to take all of a patient’s 
money. Remember the adage—live, and let 
live. 

Do not knock another physician; and 
do not listen to criticism by others. 

Do not join a hospital staff unless you 
realize your time is of great value. Then 
join and go at it hard! 

Do not split fees! 
nostic guesswork! 
to progress! 


Do not attempt diag- 
Do not close your mind 
Do not get too firmly into 


routine.—Med. Pocket Quarterly. 


ABNORMAL BEHAVIOR, SOURCE, 
PREVENTION AND TREATMENT* 


Within the bounds of socalled normal 
conduct there still exists the possibility of 
wide variations in behavior. Our standards 
are relative both in time and space. Today 
a man who shoots another is hanged, while 
within a few weeks his neighbor who sat 
upon the jury is given a medal for killing 
a half dozen human beings in war. Geo- 
graphic variances fully as marked readily 
suggest themselves. 

There seems to be no such thing as an 
instinct for right living. The child naturally 
and» inevitably passes through various 
phases of existence wherein he satisfies 
autoerotic craving with remorse, pilfers 
with pleasure, lies with gusto, and very 
frankly kills, in thought and dreams, those 
whose authority momentarily interferes 
with his pleasure. 

Gradually, however, the child, if he is to 
become a normal human being, learns that 
he cannot do certain things because others 
will not let him. Next he discovers that 
some wishes cannot be gratified because 
to do this would be bad for others; finally 
he may possibly come to know and to feel 
that he should so conduct his life as to 
benefit his fellow creatures as well as to 
leave them unharmed—though this latter 
wisdom is not as yet held to be necessary 
to normal behavior. 

What will assist the child to grow into 
a normal adult, to become at least a mod- 
erately well socialized unit? To accom- 
plish this none-too-easy task one should be 

*Abstract (from Bul. Chicago M.S.) of a paper 


read before the Chicago Medical Society, May 25, 
1927. 
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properly born, though this is perhaps not 
so necessary as proper early environment 
and training. Adequate intelligence is 
essential; a mentality of thirteen years 
will do, but will make the other require- 
ments higher. Psychic traumas must be 
avoided, especially between the years of 
three and eight. Experiences in sex per- 
version, undue fixation of sex interest upon 
father or mother, brothers or sisters, the 
untimely arousing of sex curiosity which 
can only be indirectly satisfied, these are 
all quicksands which delay the progress of 
children toward normal heterosexuality 
and easily prove quagmires for the adult 
later on. The contacts of the street or 
with a neurotic mother, maid or governess, 
or too close and precocious association with 
adults can readily determine definite trends 
of interest in the child which will bring 
about conflicts and abnormal behavior in 
the man. 


To counteract these contaminations there 
must be wise training, but herein, too, lies 
danger. One must not seek too strenuously 
to make the child conform to adult molds. 
Proper schooling is essential to culture but 
is not necessary to one who is to be merely 
normal. At ten or twelve the normal man- 
to-be is pretty well made. What remains 
to be done is to prevent one thing and 
another from undoing the good already 
accomplished, remembering always the ten- 
dency toward abnormality which lurks 
within the bounds of the socalled normal. 
The number of these potential evils is 
legion—emotional and physical stress and 
strain, inadequate parents, syphilis and 
so forth. Society in its elaborate develop- 
ment has provided numberless instruments 
for the individual’s destruction. Truancy, 
lying and stealing, bed-wetting, tantrums, 
sex delinquency, all require treatment of 
the child and his environment. Various 
groups for the study of child behavior are 
competently attacking this problem. 

Society must continue to protect itself 
from the consequences of antisocial con- 
duct upon the part of its members, but 
meanwhile we are slowly learning to seek 
out the origins of crime and insanity in 
constitutional make-up, physical disease, 
inferiority complexes, unfavorable home 
and industrial conditions, ete. The problem, 
though broadly a medical one, must be 
worked out in many fields of endeavor— 
the home, industry, law, education, public 
health, politics—and it is not to be solved 
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by the law of an eye for an eye and a 
tooth for a tooth. What is done by inten- 
sive case work for a few individuals is 
only a drop in the bucket. It is the raass 
education of the community that must be 
affected and this will require a long time, 
where so many fields of human endeavor 
are to be infiltrated. 

If the death penalty were abolished we 
would hear much less about insanity in 
the criminal courts and in the papers. Yet 
one might ask if it is not a good thing 
thus to focus public attention from time 
to time upon the origins of abnormal be- 
havior. The famous Loeb and Leopold triai 
was worth all that it cost, in mere money, 
as mental hygiene propaganda, because it 
set people to thinking—and a great deal 
of thinking and feeling must be done 
before we shall be able to attack this prob- 
lem in a manner even faintly comparable 
to the way in which the problem of tuber- 
culosis, for example, has been treated by 
the medical profession. 

C. F. Reap, M.D., 

Chicago, IIl. 


OSTEOMAS IN FRONTAL SINUSES 


(A Case Report) 


Because of the rarity of reported cases 
of osteoma in the frontal sinuses this case 
is placed on record. 

Joseph A. Andrews (1887) stated that, 
in approximately 500,000 cases studied in 
the ophthalmologic hospitals of New York, 
only eight examples had been recorded;’ 
and Dr. A. S. MacMillan, roentgenologist 
of the Massachusetts Eye and Ear Infirm- 
ary, remarks that in the course of the last 
seven years, with the examination of 
upwards of 15,000 sinuses, he has occa- 
sionally seen symptomless, pealike osteo- 
mas of the frontal sinuses.’ 

The patient, Chas. E.B.F., M.D. (who is 
also the reporter); male, 58 years old; con- 
sulted Dr. P. G. Bowen, of the Medical and 
Surgical Hospital Clinic, San Antonio, 
Texas, on account of halitosis, and a roent- 
genologic examination of the nasal 
sinuses was ordered and made by Dr. W. 
S. Hamilton, of the Hamilton and Stout 
Laboratories, San Antonio, who reports, 
“Two osteomas occupy positions in the 
inferior, mesial portion of the frontals. 
The larger one lies to the right side; the 
smaller on the left. They are of greater 
density than the skull wall. There is no 
evidence of infection in any sinuses.” 
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Anamnesis: Measles at 15; typhoid fever 
at 30; tertian malaria at 32. He has never 
had a serious injury, but several minor 
injuries to head (parietal region), none 


attended by loss of consciousness. Horizon- 
tal spur removed from the septum, removal 
of the anterior tips of the middle turbinates 
and cauterization of the lower turbinates 
at 23; tonsillectomy at 51 years. 

He has had no headaches nor other 
symptoms attributable to the osteomas. 

Dr. Bowen finds no sinus involvement. 

The roentgenograms show ogteomas, 2 
cm. or more in diameter, that were acci- 
dentally discovered and have, so far, been 
symptomless. 

CHAS. E. B. Fiace, M.D., 
San Antonio, Texas. 
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MEDICAL PROGRESS AND 
AMATEUR MOVIES 


Surg. Gyn. and Obst., June, 


The values of motion pictures in medi- 
cine and surgery have long been realized, 
but these possibilities have been infinitely 
multiplied by the widespread use of amateur 
motion picture apparatus by physicians 
themselves. This is because the making of 
such films requires accurate knowledge of 
the technic of the medical profession, as 
well as knowledge of motion picture making. 
But, whereas it has been out of the ques- 
tion to expect professional cameramen to 
learn the medical profession, which requires 
a lifetime of study, it has been quite prac- 
tical for physicians and surgeons to master 
the simpler problems of motion picture 
making. Therefore medical men as motion 
picture amateurs have extended the field 
of medical motion picture making from a 
few expensively equipped laboratories to 
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include any doctor’s office, any clinic, and 
any hospital. 

By their activities will be recorded the 
experimentation through which will come 
the advances in the medical field. And their 
film records will spread new knowledge and 
new skill with a rapidity hitherto un- 
dreamed. Their films will come to the 
schools and colleges. Medical students will 
no longer have to depend on imagination to 
fill out the word pictures of their teachers. 
Through these motion pictures every seat 
in the clinics will become a front seat, by 
the magic of the camera’s eye placing every 
student at the very elbow of the operating 
surgeon. With marvelous clarity these will 
unfold the technic, the reaction of the 
patient, the sorcery of the operator’s hands, 
all the links in the chain of successful rout- 
ing of disease and death. 


The possibilities of amateur motion pic- 
tures in medicine and surgery are unlimited. 
I confidently look to the amateur movie 
makers in these fields, so vital to humanity, 
to realize these opportunities in full, and 
that in future medicine and surgery will 
progress hand in hand with amateur cine- 
matography. 


HERMAN GOODMAN, M.D., 
New York, N. Y. 
(In Amateur Movie Makers) 


RESPECTING THE RIGHTS OF OTHERS 


Stealing is a dangerous habit because it 
is very apt to work out temporarily to the 
advantage of the child, and it can be util- 
ized as a means of gratifying, for the 
moment at least, many of the desires that 
would otherwise have to go unfulfilled. To 
the child it seems a short cut to pros- 
perity, and it is perfectly natural that he 
should use this method and continue it 
until he learns that it works out to his 
disadvantage. 


When one considers that all children are 
born into the world uncivilized, nonmora) 
individuals, dominated entirely by selfish 
motives and with the sum total of their 
physical and mental activity directed 
toward seeking pleasure and avoiding pain, 
and that certain natural tendencies are 
constantly operating in early life, unchal- 
lenged by training, experience, and educa- 
tion, it is not surprising that pilfering 
among children is very common. 

Stealing is but a deviation from the 
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normal instinctive tendency to acquisition. 
Storing away for future needs permits the 
individual to indulge in a feeling of secur- 
ity against poverty, starvation, and other 
calamities. It is one of the instinctive ten- 
dencies that need to be inhibited and 
directed by training and experience. It 
varies in intensity in different individuals, 
but to deny its existence is not solving the 
problem. 

Perhaps habit has not been sufficiently 
stressed in its relation to stealing in chil- 
dren. The child who during his early years 
of development has not acquired through 
his home training the idea of respecting 
the rights and property of the family 
group is not likely to be a better conformer 
at school. 

It therefore behooves every parent to 
instil into the mind of the child at an early 
age the importance of respecting the rights 
of others in the group in which he lives. 
The child must learn from actual exper- 
ience that conduct which disregards the 
rights and property of others invariably 
works out to his disadvantage. 

D. A. THom, M.D., 

Boston, Mass. 


HEALTH HINTS TO AMERICAN 
TRAVELLERS 


One should remember that in touring 
Europe, the ordinary habits of daily life 
are totally changed from that of life at 
home; one of the natural consequences of 
this is a great strain upon the nervous 
system. 

Try to accommodate yourself to the cus- 
toms and manner of life of the country 
where you are travelling. Do not try to 
convert the inhabitants to the American 
way of doing or thinking. It is useless and 
will result only in harm to you. 

“While in Rome do as the Romans do” 
is far more pregnant in meaning than 
appears at first glance. Try not to lose 
your temper. Try not to hurry. Try not 
to impress your opinions upon strangers. 
It is sometimes cheaper and always better 
for your health and comfort to submit to 
some slight imposition or extortion, than 
to drag the offender to the police station. 

If you wish to benefit from your travels 
in point of health you must learn to be 
patient; forget to be too critical; accom- 
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modate yourself to your environment; in a 
word, be a philosopher. 


It is wise to carry with you a small 
medicine case containing a few simple, 
well-known remedies, most of which may 
be in tabloid form—Quinine, acetylsalicylic 
acid, corrosive sublimate, amidopyrine, 
acetphenetidin, bicarbonate of soda, sub- 
nitrate of bismuth, cascara sagrada, a 
starch dusting powder for chafes or sores, 
collodion and transparent plaster or adhe- 
sive plaster for cuts or scratches, ammonia 
or tincture of iodine for bites or stings, 
chlorodyne for neuralgia or toothache, 
peroxide of hydrogen or permanganate of 
potash for disinfectant. 

If mosquitos are about, the bed should be 
surrounded by mosquito net curtains and 
bites should be at once touched with a dis- 
infectant. The mosquito’s bite is a prolific 
source of malaria, therefore close your 
windows before lighting the room. 

Change of climate, water and diet are 
the most frequent causes of diarrhea. When 
this is severe, take a dose of castor oil to 
clear the intestinal tract, followed by sev- 
eral doses of bismuth. Stop all fruit, meat, 
sweets, fatty substances and alcohol. Con- 
fine the diet to milk and farinaceous food 
and keep quiet; the derangement will soon 
pass. 

Sprains are best treated with cold com- 
presses, a firm bandage and complete rest. 

In case of snake bite or sting by scor- 
pion, cauterize at once with nitrate of 
silver. 

Every traveller should have been vac- 
cinated and inoculated against typhoid 
fever. 

Select some mineral water like Vichy 
Celestins, which can be found all over the 
world, and avoid drinking the local spring 
waters; they are the most frequent cause 
of diarrhea and of typhoid. Never drink 
the natural water in Paris at seasons when 
the water supply is short and the water 
from the Seine is turned on. 

Be sure that all ground vegetables and 
fruits have been carefully washed and pre- 
pared, and in doubtful districts, or cases, 
avoid them. 

Never eat tinned food and avoid oysters 
and fish when away from the sea: they are 
a prolific source of ptomaine poisoning. 

Raw fruits should be partaken of spar- 
ingly; avoid bottled lemonade and syrup 
drinks and syphon water, their water 
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supply and process of manufacture are to 
be suspected. For the much patronized 
“whisky and soda,” employ a known gase- 
ous mineral spring water. Drink the native 
wines of the country; they contain less 
alcohol than those prepared for export. 


Colds, errors in diet, malaria and over- 
exertion or excitement are the most fre- 
quent cause of the sharp attacks of ill- 
ness of the traveller. 

When visiting churches, sights under- 
ground or the interior of any closed build- 
ing, take a wrap, the interiors are often 
chilly and even damp from the long-closed- 
in atmosphere. 

To those who practice economy, the 
second-class travel in eastern Europe is 
little different from the first-class; but in 
the Orient the second-class is insupportable 
and the first-class often bad. Avoid as 
much as possible crowded carriages, street 
cars and interiors. Keep in the open as 
much as is possible. If one is particularly 
susceptible to fleas, which abound in public 
places, put on a long stocking well dusted 
with insect powder over the ordinary wear. 

Visitors to the South of France, Rome 
and semi-tropical countries, must always 
carry a wrap to put on when the sun 
declines. After seven o’clock they can often 
be dispensed with. The dangerous hours 
are from 4 to 7. Many attacks of fever 
and severe colds would be avoided if this 
precaution were observed. When heated 
in this climate never sit down to cool in the 
shade. In Egypt and the desert, the 
traveller should never remove his pith 
helmet or other head-gear in the sun. 
Smoke-colored glasses and veils should 
protect the eyes from the sun’s glare and 
from the dust. Sunshades are also desir- 
able for both men and women in _ hot 
climates. 

When engaging rooms always ask for 
a southern exposure. North rooms are 
cold and sometimes damp. If the room 
faces the north it should have a stove or 
fireplace. In many localities stone floors 
without carpets prevail. Be provided with 
felt slippers and wool hose. 

Never inquire of the concierge or hotel 
personnel for a doctor; go to some bank, 
church or responsible quarter, like your 
consul, who is not looking to make a com- 
mission, 

B. SHERWOOD-DUNN, M.D. 

Nice, France. 
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MENTAL SYMPTOMS AND THE 
GENERAL PRACTITIONER* 


General medical and surgical problems 
are frequently complicated by mental fac- 
tors, which often play a part in the etiology 
of various diseases. It is, therefore, fre- 
quently as necessary that the general prac- 
titioner should know the fundamental prin- 
ciples of psychiatric diagnosis and treat- 
ment as it is that he should understand 
biochemistry, endocrinology, serology and 
various other special branches of medical 
science. 

The toxic-exhaustion psychoses, which 
we call delirium, occur in many severe 
febrile diseases, and when these symptoms 
appear, drastic elimination should be begun 
at once, to clear up the toxemia. 

The confusional states are also of toxic 
origin and require active measures for gen- 
eral elimination, before giving any hyp- 
notics. The symptoms, in these cases, are 
worse at night and insomnia is frequently 
a prominent feature. 

Paresis may simulate hysteria and neu- 
rasthenia, but is characterized by mental 
and moral deterioration and marked 
changes in character. The paretic is gen- 
erally cheerful and optimistic, while the 
hysteric is apt to show the opposite char- 
acteristics. The practitioner must carefully 
study the neurologic symptoms—reflexes, 
pupils, ete.—in all doubtful or suspicious 
cases. 

Dementia Precox presents itself in two 
forms: the timid and the bold; the hyper- 
sensitive and the shut-in. The symptoms 
are manifold and may simulate anything, 
but the explanations given for the symp- 
toms are ridiculous: eg. “The abdominal 
organs are decaying as a result of mastur- 
bation.” The precox patient shows an 
emotional deadness or abnormal frivolity. 

*Abstract of a paper read before the Section on 


Nervous and Mental Diseases of the A.M.A., May 
18, 1927, Washington, D. C. 


CLINICAL NOTES 


November, 1927 


In the anxiety neuroses the patient meets 
a situation with which he cannot cope and 
covers up unbearable conditions with physi- 
cal troubles, for which he seeks relief. The 
treatment is the discovery of the basis of 
the disorder, conducted in a sympathetic 
manner. 

CoRNELIUS C. WHOLEY, 
Pittsburgh, Pa. 





SURGICAL SEMINAR 

(Concluded from p. 856) 
amplified her past history by stating that 
she had had attacks of indigestion for five 
or six years past, each of which was fol- 
lowed by pains in both sides of the lower 
abdomen, but these attacks were never 
severe enough to call for medical aid. Her 
left side had been sore for a long while, 
however. 

Examination: Temperature 101°F.; 
pulse 114; chest negative; abdomen soft, 
generally, with the least suggestion of 
rigidity of the right rectus muscle. A mass 
which was detected on palpation impressed 
me as a thickened colon; and while there 
was general abdominal tenderness of a very 


slight degree, the mass was not especially 


tender. Bimanual examination gave nega- 
tive results, Except a coated tongue and 
some rumbling in the cecal region there is 
nothing noteworthy to add. 

I advised rest in bed and abstinence from 
purgative treatment and to report progress 
the next day. Her family reported her as 
better and told me there was no need of 
my coming to see the patient. 

September 18, the patient was seen at 
her residence. Temperature 102°F.; pulse 
120. There had been no vomiting and the 
patient sat up in bed and moved about 
with ease. There is increased rumbling 
in the bowels. The patient had taken an 
enema the day before and asserts that she 
had seven bowel movements. , 

Requirement: Diagnosis and criticism of 
management of case. 




















The Leisure Hour 





Conducted by GEORGE H. CANDLER, M.D. 


“A primrose by a river’s brim 
A yellow primrose was to him 
And it was nothing more.” 
—Wordsworth. 
OOK at your hand. It may never have 


struck you that way, but your hand is 
a work of fine art and it is unique. There is 
none other just like it in the world. All 
the fingers of one hand have a certain 
family resemblance to all other fingers, but 
you could not exchange one finger with 
anyone else and have it fit your hand. 
Moreover, your hand has unity and con- 
sistency of character. Any object which 
has these possesses beauty, and the same 
qualities of rhythm and measure will be 
found in all beautiful objects. 
















Fi'q. 3. 
fig. %® 4 





Fig. 4. 


Fig. 5. 


Hold your hand up. You will notice that 
no two fingers are the same length or thick- 
ness, nor are the spaces between them 
equal. The middle finger is the longest, 
then the ring finger, the index finger, the 
little finger and the thumb, in that order. 
The thumb is the thickest, then the middle 
finger, the index finger, the ring finger and 
the little finger, in order. 

Spread the hand. The space between 
the thumb and index finger is widest, then 
that between the ring and little fingers, 
the first and middle fingers and the ring 
and middle fingers, in order. 





*Abstract of an address by Henry Turner Bailey, 
Director, Cleveland School of Art, before the American 
College of Physicians at Cleveland, Ohio, Feb., 1927. 


Beauty In Common Things’ 





Look at Fig. 1 and see how the sizes and 
spacings alternate, back and forth in a reg- 
ular order. Compare it with Fig. 2 and 
see how much more beautiful the hand is 
than it would be if all the fingers were of 
equal length and equally spaced. 





fig. 8 


Then look at the vase in Fig. 4, where 
all of the five component parts are 
equal, and compare it with the one in 
Fig. 5, where the relative size of the vari- 
ous sections alternates rhythmically. Look 
at the hand again and at the diagram of it. 
The same general principles determine the 
beauty of both the hand and the vase. The 
forms vary but the principles are unchang- 
ing. 

See, again, how the fingers radiate; and 
then compare that arrangement with the 
one shown in Fig. 3, where the lines repre- 
senting the fingers are parallel, with the 
thumb at right angles. How awkward and 
unattractive a hand like that would be! 

Compare it with other beautiful things 
in nature—the bivalve sea shell; the spread 
wing of a bird; the leaves of plants and 
trees. See how their lines and parts 
radiate. Note the different types of radia- 
tion in the leaves of the gingko (Fig. 6), 
the plantain (Fig. 7) and the ash (Fig. 8). 
See how the hand is, not only perfectly 
adapted to its practical uses, but also, like 
most other natural objects, a thing of 
beauty, as well. 


The “curve of force” and the reverse 


curve or “line of beauty” (Figs. 9 & 10) 
upon which all forms of artistic construc- 
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Fig. 9. 


Fig. 10. 


J PU 
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tion are based, are natural curves. See 
how the palmar surface of each finger 
sweeps up over the tip of the finger in a 
perfect curve of force. Spread the thumb 
wide and see how the web and the tip form 
a line of beauty. Look at the bases of the 
finger nails. Note, then, how the outlines 
of the three beautiful vases, shown in Figs. 
11, 12 and 13, are made up almost entirely 
of curves of force joined together. See how 
simple beauty is, in its essence. 

Carry these ideas out into your life and 
apply them to the common things which 
surround you every day and you will be 
surprised to realize what a beautiful world 
we live in, when once our eyes are opened 
to see it. Look for the beauty, not only in 
the gorgeous colors of a sunset or the 
autumn woods, but also in the blades of 
grass; the spider’s web; the very weeds 
by the roadside. It is everywhere. 

Such study and observation will do much 
to remove the reproach that most physi- 
cians march through a landscape seeing 
nothing but “grass,” “bushes” and “trees”; 
and that their only comment on a marshy 
meadow, filled with waving sedges and 
vivid, delicate wild flowers, is: “That 
damned hole ought to be drained.” 

G. B. L. 


THE THIRD DEGREE 


Joseph §. King politely handed his card 
to an inquiring reporter. The card read 
as follows: “Joseph S. King, B.T.H. 
M.B.S.D.C.” When asked what all of the 
titles were, King proudly exclaimed: “Bap- 
tist, Truth, Heaven, Master of Biblical 
Science—and Doctor of Chiropractic!” 

It is only a short step, now, until the 
burglar on the witness stand hands the 
prosecuting attorney his card—“A. Yegg, 
B.S.C.S.S.M.Y.M.0.Y.L.,” which we will 
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readily understand, means, “Boozer, Safe 
Cracker, Second Story Man; Your Money 
or Your Life.” 

And the gasoline station man who fills 
the flivver tank with gas may hand out 
cards bearing this: “Ime Knott Rocke- 
feller, I.C.F.T.B.P.LE.,” and knowing his 
little habits, we will realize that he is 
merely explaining “I Collect for Ten, But 
Put in Eight!” 

R. & C. 


A “fresh” medical student once asked a 
professor: “How long can one live without 
brains?” 

The venerable gentleman replied, “Wait 
and see.” 


COOPERATING WITH THE DOCTOR 


“Doctor,” said his society patient, “I am 
short of money, but perhaps we can com- 
promise on your bill.” 

“Compromise?” 

“Yes; I'll settle for your prescriptions 
and return your visits.” 


WHEN PETE’S WIFE BROKE HER LEG 
This young Texas cowboy had spent his 
life on the Western range. His were the 
instincts of the cattle man, his the exper- 
iences of one who rides behind the long 
horn through all the seasons, Cows were 
his life, and all he knew that was of any 
account was his knowledge of cows. 

And then he got married. He brought 
home a wife from the neighboring county 
where he had gone to ride in a rodeo, and 
he exhibited his female with all the pride 
and gusto of the male of the species. And 
they got along fine. Every one that saw 
them told of their devotion and their hap- 
piness. There was not a cloud on their 
horizon, it seemed, and the whole world 
smiled at them. 

But one day the young bridegroom came 
rushing over to the ranch-house of his 
nearest neighbor, and there were tears 
streaming down his cheeks, sobs fairly 
bursting his breast, and he dropped onto 
the neighbor’s porch manifesting every 
emotion that spelled distress in large let- 
ters. The shocked neighbor came running 
to him, raised his head, and inquired the 
trouble. 

Pete sobbed. “It’s the wife,” he finally 
gulped out. “She fell down stairs this 
morning and broke her laig, and Oh! How 
I hated to shoot her!”—Patchwork. 
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KNEW HIS SYMPTOMS 


Nearly every young doctor has had 
experience with patients like the old fel- 
low of sixty who had been a grumbler all 
his life and had long made a practice of 
changing doctors on the slightest provoca- 
tion. Recently he called in a young physi- 
cian who had gained a considerable reputa- 
tion. 

He was telling the doctor what he 
thought was the matter with him when the 
doctor ventured to disagree. 

“I beg your pardon,” said the patient, 
with a haughty shrug: “It isn’t for a 
young man like you to disagree with an old 
and experienced invalid like me.”—Patch- 
work. 


FIGHT TALK 

Do you fight your way through three 
meals a day? 

Are you “out” with your in-laws, or does 
someone else with a hair-trigger temper 
keep you expectantly poised for battle or 
flight every minute you are at home? 

Everyone’s home is his castle, but these 
days it is stormed more from within than 
from without its walls. 

Many persons feel that if they could just 
have peace at home they would chance 
getting along without “World Peace” for 
a while longer. 

They know happy home life is a ques- 
tion of give and take, but there never seems 
to be anything given or taken but a “piece 
of someone’s mind!” 

The five inch human tongue, wickedly 
inclined, is the only slippery thing known 
that increases friction. 

Too often temper, disguised as tempera- 
ment, is inflicted on the home folks. 
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Surely discord is the key log in the 
household jam. 

But, at that, it takes two to make a 
quarrel and only one to end it. The best 
place to end a quarrel is at the beginning! 

Remember that peace precedes pros- 
perity, so it pays to scat the domestic dis- 
cord demons. 

Smile sweetly, speak softly, praise gen- 
erously, criticize not at all, for the folks 
at home are your folks and the salt of the 
earth. They would stick by you ’til death 
—and then some, They are entitled to the 
best; see that they get it—Chester H. 
Struble, in October Nautilus. 


CHICKEN SALAD 

Customer: “Have you any good pork 
today?” 

Butcher: “Good pork! Say, I’ve got 
some pork that will make better chicken 
salad than any lamb you can buy!”—Red 
Fez. 


THE POWER OF ROUTINE 
A physician in town specializes in spinal 


cases. To save time he has his nurses 
strip everyone to the waist before he sees 
them, 

A young woman insisted upon seeing 
the doctor, so the nurse told her that she 
would have to prepare for the consultation. 
When her turn came, the doctor faced a 
frightened young woman undraped to the 
hips. 

“Well 
asked. 

“I’m afraid, doctor, that it’s a mistake 
on your nurse’s part,” she panted. “I 
merely came to see if you would renew 
your subscription to the New Yorker.” 


what’s your complaint?” he 





Thumbnail lherapeutics 


SCARLET FEVER ANTITOXIN 

The rash of scarlet fever indicates the 
necessity for antitoxin treatment; the 
extent of the sepsis determines the amount 
needed. The smallest therapeutic dose 
should be one that will neutralize 600,000 
standard skin-test doses of toxin. Treat- 
ment should cause a marked subjective im- 
provement, a critical fall of temperature 
and pulse and fading of the rash within 
12 to 18 hours.—Dr. RALPH O. CLOCK, in 
Ann, Clin. Med., Dec., 1926. 


GLUCOSE, INTRAVENOUSLY, IN 
ACIDOSIS 

In grave or persistent cases of acidosis, 
in children, it is frequently necessary to 
give solutions of dextrose (glucose) and 
sodium bicarbonate, intravenously, to tide 
the patients over the period of greatest 
danger.—Dr. H. B. SHEFFIELD, in M. J. & 
Rec. 


EPINEPHRIN AND EPHEDRINE IN 
ASTHMA 
In severe and sudden attacks of asthma, 
give 8 to 10 minims of epinephrin, hypo- 
dermically, at once, and follow with 25 to 
50 mgm. of ephedrine every 3 or 4 hours to 
maintain the effect. The latter drug is bet- 
ter for preventing than for relieving severe 
bronchospasm.—Dr. RAy M. BALYEAT, in 
J. Okla. S.M.A., Jan., 1927. 


GASTRIC AND DUODENAL ULCERS 
In cases of gastric and duodenal ulcer the 
following formula, given as directed, has 
produced good results, in my hands: 
R Iodoform gr. XXX (2.0 Gm.) 
Bismuth Subint.......5 iii. (12.0 Gm.) 
M. et ft. Capsul. No. XXXV. (Each cap- 
sule contains 6 grains of the mixture 
—1 of iodoform and 5 of bismuth 
subnit.) 
Sig—One capsule before each meal. 
Dr. W. CELsor, Hartsville, Tenn. 


BERBERINE IN DRUG ADDICTION 
Berberine and extract of berberis have 
been used with success in the treatment of 


morphine and heroin addiction. The action 
is more rapid and the dose smaller when 
treating opium smokers. It seems to be a 


ee 


true anti-opium drug.—Dr. M. A. BRISSE- 
Moret, in J. de Pharm. et de Chimie. 1926, 
p. 264. 


WHEN TO STOP DIGITALIS 

Stop digitalis altogether or materially 
reduce the dose when: 

1.—The electrocardiograph shows digital- 
ization. 

2.—The desired effect (disappearance of 
dropsy, steadying of the pulse, etc.) is pro- 
duced. 

3.—Nausea or vomiting appears. 

4.—The patient has headache, anorexia, 
dizziness, etc. 

5.—The pulse rate goes below 60 or slows 
suddenly. 

6.—Coupled rhythm or premature beats 
occur or a regular rhythm becomes irreg- 
ular or intermittent. 

7.—Sinus arrhythmia appears, in normal 
rhythm cases; or a plastic arrhythmia in 
auricular fibrillation cases—Dr. BASTEDO, 
in Med. Clin. of N. Am. 


SODIUM THIOSULPHATE IN ECZEMA 

Binford Throne, Lairds S. Van Eyck, 
Eleanor Marples, and C. N. Meyers, in a 
report from the New York Skin and Cancer 
Hospital state that 104 cases of eczema 
were treated three times a week with 
sodium thiosulphate, using 0.5 Gram of the 
drug. In more than 80 percent of these 
cases prompt response was obtained and 
the patient has been able to resume his 
usual activities. The cellular nature of the 
lesion necessitates slow cellular therapy, 
hence the dose of 0.5 Gram should not be 
exceeded. In patients whose veins are diffi- 
cult to enter, administration by mouth 
offers some assistance—Urol. & Cutan. 
Rev. 


BANANAS IN THE DIET 

Bananas contain considerable quantities 
of vitamins A and C; a fair proportion of 
vitamin B; little or no vitamin D; and a 
small amount of vitamin E. Their use in 
the diet will prevent scurvy but not 
rickets. 

If the fruit is used raw it must be 
thoroughly ripe and eaten slowly. Yellow 
or green-tipped bananas may be cooked in 
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the skin without losing their antiscorbutic 
power. Under these conditions they are 
easily digested. 

A mixture of ripe, raw banana and milk 

a complete food, containing enough car- 
bohydrate to modify the milk and a high 
percentage of readily assimilible sugar. 
This is especially valuable in cases of 
celiac disease.—Drs. W. H. Eppy and M. 
KELLOGG, in A. J. Pub. Health, Jan., 1927. 


CALCIUM AND DIGITALIS 

In heart cases in which calcium and 
digitalis fail when administered sepa- 
rately their combination has an immediate 
and powerful effect, especially in cardiac 
dilatation. Calcium represents the true 
cardio-tonic, while digitalis is only the 
agent which sensitizes the heart to the 
action of calcium.—Dr. C. C. DIMITRIU, in 
Bull. Soc. méd, d. Hop. (Bucharest), Octo- 
ber 9, 1926. 


STOCK VACCINES AND “COLDS” 

The use of a stock vaccine made up from 
the common bacteria of the respiratory 
tract, with the addition of some strains 
of streptococci and staphylococci, effected 
a notable decrease in recurrent attacks of 
rhinitis, etc., among industrial employes.— 
Drs. S. J. REPPLIER AND W. G. LEAMAN in 
J. Industrial Hygiene, March, 1927. 


BISMUTH AND ARSPHEN AMINES 

Of 102 syphilitic patients who showed a 
persistently positive Wassermann test after 
having received one or several courses of 
arsphenamines, 51 percent were serologic- 
ally negative after 15 intramuscular injec- 
tions of 100 mgm. of bismuth potassium 
tartrate given at weekly intervals. 

In early and latent syphilis, an intra- 
venous injection of arsphenamine and an 
intramuscular injection of bismuth, given 
each week, produced marked and encourag- 
ing results on the symptoms and on the 
laboratory blood findings. 

Because of its low toxicity and painless- 
ness on administration, bismuth is the drug 
of choice as a synergist for the arsphena- 
mines.—DR. CARROLL S. WRIGHT, in Am. J. 
M. Se. 


THUMBNAIL THERAPEUTICS 


871 


TREATMENT FOR COMMON COLD 

Purge; aspirin, gr. 3, phenacetin, gr. 1, 
codeine, gr. %, every three to four hours; 
hot foot bath; rest in bed; washing out 
the nose with a warm saline solution once 
every three to four hours.—Dr. Morris A. 
WEINSTIEN, in Therap. Gaz., March 15, 
1927. 


—— 


INJECTIONS OF BOILED MILK IN EYE 
INFECTIONS 


Recently 500 cases of eye infections, 
treated with intramuscular injections of 5 
to 10 cc. of boiled milk, were reported; 
many cases of iritis; 60 percent were cured 
or improved after 2 or 8 injections. 

Out of 150 cases of corneal ulcer, 140 
were cured after 2 or 3 milk injections; and 
Friedlander has reported good results in 
trachoma.—Dr. JOSEPH L. MILLER, in Bull. 
Chicago M.S. 


CLASSIFICATION OF HEADACHES 


There are three types of intensity in 
headache: Pain which one can forget; pain 
which one cannot forget; and pain which 
makes one forget everything else. — Lorp 
DAWSON OF PENN, in Canad. M.A.J. 


QUININE IN OBSTETRICS 
Quinine, in doses of % grain (32 mgm.) 
every half hour, given to women in labor, 
from the start, frequently hastens and facil- 
itates delivery.—Dr. R. M. THORNBURGH. 


PREVENTING BLADDER STONES 


In every case of calculus, put the patient 
on a proper dietetic and hygienic regimen 
in order to prevent the formation of stones 
in the future.—Urol. & Cutan. Rev. 


EPINEPHRIN FOR STILLBORN 
INFANTS 


Of 4 apparently stillborn infants who 


received injections of epineprhin, after 
ordinary methods of resuscitation had 
failed, 3 responded at once but the fourth 
made no attempt to breathe.—Dr. M. G. 
CARDWELL, in Brit. M.J., Oct. 9, 1926. 
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EPHEDRINE-HYOSCINE AS A 
SURGICAL ANESTHETIC 


Dr. Ferdinand Lubitz, in Muench med. 
Wcehnschr., 10 June, 1927, reports 14 very 
severe surgical operations (in which the 
use of ether was contraindicated) carried 
out successfully and without complications 
under ephedrine-scopolamine (hyoscine) an- 
esthesia. These operations included 9 
stomach ulcers, some cancers and a leg 
amputation. 

The general technic employed was: 2 
hours before operation, 0.01 Gm. morphine 
and 0.005 Gm. _ scopolamine-ephedrine 
(Merck) is administered; % to % hour 
later 0.01 Gm. morphine; % hour later 0.001 
Gm. scopolamine-ephedrine. If the loss of 
consciousness is then judged to be sufficient, 
either there is no further injection or only 
% to 1 mg. scopolamine-ephedrine; but in 
every case 0.01 Gm. morphine and 0.0005 
scopolamine-ephedrine is given % to % 
hour before operation. Ephedrine hydro- 
chloride is employed, in the combination 
with scopolamine. 


CALCIUM FOR GASTRIC ACIDITY 


In J.A.M.A., May 14, 1927, Drs. L. S. 
Lovenhart and L. A. Crandall recommend 
the use of calcium carbonate in the treat- 
ment of gastric acidity. 

Calcium carbonate, they think, is prefer- 
able to sodium bicarbonate because, when 
sodium is used the relief from pain is 
only temporary. This salt is irritating and, 
owing to its solubility, it is impossible to 
regulate the dosage. Besides, an excess of 
sodium may cause alkalosis and there may 
perhaps be the precipitation of crystals in 
the urine, which traumatize the urinary 
tract. 

Calcium carbonate is bland, has no effect 
on the bowel, and being insoluble is only a 
potential alkali. It causes minimum dis- 
turbance of acid-base equilibrium and is 
practically “foolproof” in the hands of the 
patient. It is best given in the form of 
tablets. 


CLINICAL CONFERENCES 


That weekly clinical conferences can be 
successfully carried out in small commun- 
ity hospitals is emphasized by Dr. Ernest 
A. Kraft in the Illinois M.J. for May, 1927. 
Dr. Kraft says that such conferences have 
been held for the past two years at the 
Lake View Hospital, of Danville, Ill. They 
give much information regarding the clin- 
ical and pathologic aspects of cases that 
are only rarely encountered by doctors 


from small country places, and they do not 
interfere or clash in any way with the 
functions of medical societies or other or- 
ganizations. Dr. Kraft stresses the point 
that these informal meetings are really an 
excellent post-graduate course; extend 
knowledge and experience; and give an 
opportunity for exchanging ideas on cases 
as well as discussing current medical litera- 
ture. 


Dr. Kraft’s article is written to further 
that by Dr. G. Henry Mundt, in the Jilinois 
M.J. for December, 1926, on “The Weekly 
Clinical Conference.” The idea certainly 
seems one to be highly commended and 
extended to the greatest degree possible. 


THE ECONOMIC FACTOR IN THE 
TREATMENT OF SYPHILIS 


While the insufficient treatment of 
syphilis is to be heartily condemned, yet 
excessive treatment may not only be harm- 
ful from the clinical but also from economic 
standpoints. Dr. Frederick R. Schmidt, of 
Chicago, discusses the economic factor in 
the treatment of syphilis in the Illinois M.J. 
for May, 1927, especially treatment with 
arsphenamine derivatives, 

A patient with an early syphilitic lesion, 
showing complete serum hemolysis, should 
receive a total of from 6 to 7 Grams of 
neoarsphenamine at bi-weekly intervals; 
bismuth or mercury being administered 
intramuscularly at the same time to a total 
of 1.5 Grams. After a rest of 6 weeks 
there is a Wassermann test and a repeti- 
tion of the previous treatment is made. 
Every 6 months thereafter, for 2 years, a 
Wassermann test is made; if the test is 
always negative no further treatment is 
instituted; but, if the test is positive, treat- 
ment must be continued for three years. 


‘A correct diagnosis, especially in the 
initial period, including a proficient ac- 
quaintance with the dark field illumination 
examination method, is essential. 

Often repeated Wassermann tests are a 
financial burden on the patient which in the 
final analysis are unnecessary and of no 
practical value; the same remark applies to 
cerebrospinal fluid findings in cases less 
than two years old. 


Dr. Schmidt mentions that, since the 
arsphenamine manufactured today in the 
United States is in many instances, equal 
if not superior to foreign preparations, the 
high fees charged for arsphenamine injec- 
tions are unnecessarily large and dispro- 
portionate. He thinks that after the clin- 
ical examination the whole question of the 
probable duration of the treatment and its 
expense should be fully and frankly taken 
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up with the patient and explained, his finan- 
cial state and other social matters discussed, 
and the treatment adjusted to the economic 
conditions. In this way the patient gen- 
erally continues treatment until cured. 

The possible dangers arising from ars- 
phenamine treatment are discussed, as well 
as some social aspects of syphilis. 


SICKLE CELL ANEMIA 


Twenty-two active cases of sickle cell 
anemia have been reported in the literature 
and about 100 latent cases have been 
mentioned. 

Dr. G. E. Hein, of San Francisco, Calif., 
and associates, report a case in Am. J. M. 
Se., June, 1927, with autopsy findings. This 
case was discovered in a male negro, 20 
years old, undergoing a hospital clinical 
examination. 

Discussing their own case and the litera- 
ture, the authors find that the outstanding 
clinical features of sickle cell anemia are 
its occurrence in the negro; its apparent 
hereditary transmission; the blood pheno- 
mena (i.e. “sickling” of the red blood cor- 
puslces, especially); dyspnea, abdominal 
pain; jaundice; fever; joint and muscle 
pains; cardiac enlargement, absence of 
splenic tumor; general lymphadenopathy; 
and leg ulcers. The blood Wassermann 
reaction is consistently negative. 

The patient in the present case died a 
year after leaving the hospital, following 
an operation for a _ perforated duodenal 
ulcer. Extreme splenic atrophy and general 
signs of increased hemolysis were promi- 
nent autopsy features. 


PRESENT STATUS OF RADIATION 
THERAPY 


To the questions which might reasonably 
be put by a physician who doubts the claims 
made for radiation therapy and seeks the 
scientific bases for such claims, Dr. Frank 
T. Woodbury, of New York, gives answers 
in M. J. & Record, April 6 and 20, 1927. 

The agents at our disposal for radiation 
therapy are: (1) actinotherapy from mer- 
cury vapor arcs where the output is a tre- 
mendous quantity of radiation in the spec- 
trum between 1850 and 6000 Angstrom 
units. The term ultraviolet therapy should 
be restricted to treatments with these arcs 
or the Finsen lamp using filters; (2) radio- 
thermy from hot black bodies or bodies at 
a red heat, i.e. true ultrared therapy; (3) 
heliotherapy, using the natural mixture of 
ultraviolet visible light and ultrared in 
solar radiation; (4) artificial heliotherapy, 
the employment of mixed ultraviolet, visible 
and ultrared energy from artificial sources; 
(5) spectral bands. 

The spectrum between 1850 and 3650 
Angstrom units is highly bactericidal; that 
between 1850 and 2800 A.U. being ten times 
more lethal to bacteria than the portion 
with wave lengths greater than 3050 A.U. 
This applies to bacteria which the rays may 
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reach; that is within 4.5 mm. of the surface 
of the skin, mucous membrane or wound. 

The small band between 2970 and 3130 
Angstrom units has a profound effect upon 
nutrition and growth because of its ability 
to change sterols into allotropic forms 
which have the faculty of increasing the 
calcium and inorganic phosphorus of the 
blood and activitating bone-forming tissues. 

Inasmuch as calcium utilization is a func- 
tion of the parathyroids, and as ultraviolet 
radiation can effect only the superficial skin 
and its circulation, it seems reasonable to 
believe that a hormone is formed in the 
skin which acts upon the parathyroids, 
since they become enlarged. Besides, the 
skin contains cholesterol, and the sterols, 
when irradiated, are very likely the mys- 
terious vitamin D. 

Other effects of ultraviolet irradiation 
are: Marked leukocytosis, lymphocytosis, 
reduction of hydrogen-ion content of the 
blood and changes in the blood formula. 
The viscerocutaneous reaction to ultraviolet 
energy is a marked decongestion and a re- 
duction in gastric acidity. An activation 
of endocrine function has been noted, 
affecting growth, obesity and subnormal 
metabolism. 

By using the air-cooled or the water- 
cooled mercury arc or the carbon arc it is 
possible to sterilize skin infections both 
acute and chronic. In chronic indolent 
ulcers and chronic infected tonsils an acute 
inflammatory reaction is essential to obtain- 
ing the necessary restoration to normal. 

With exposure of only a portion of the 
body we may obtain from ultraviolet irra- 
diation the same systemic effects as though 
the whole body were irradiated. 


Commenting upon the many benefits that 
accrue, Woodbury remarks that when the 
surgeon and the internist realize what a 
wonderful tonic the ultraviolet rays are, the 
old practice of giving iron, quinine, etc., 
will be superseded by these rays, and the 
surgeon will lower his mortality rate by 
preoperative and postoperative raying. 

Regarding radiothermy or infra or ultra- 
red irradiation, Woodbury says that these 
rays have been overlooked by the medical 
profession. If properly employed they 
should prove to be a boon second only to 
the ultraviolet portion of the spectrum. 
They penetrate deeply and evoke the re- 
sources natural to the body for the removal 
of exudates and infections. The effect is 
an active hyperemia in the region rayed 
and the result is highly restorative where a 
healthy supply of blood is present. 

An indirect germicidal effect is obtained 
through natural anti-bodies in the blood 
stream, and a direct germicidal effect is 
obtained by heating these organisms which 
perish at a temperature well above 98.8°F. 
but below that which is lethal to body cells. 

Radiant heat is extremely soothing to 
pains, both superficial and deep. It is a 
sedative when applied over the spine. 

No case of bronchitis, pneumonia, influ- 
enza, coryza, furunculosis, carbuncle, ery- 
sipelas, burns and scalds should be refused 
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the treatment by radiothermy which is 
penetrating, decongesting, nutritional, an- 
odyne and antiseptic. All infected wounds, 
sprains and bruises should receive radio- 
thermy; it should be used as routine in all 
the exanthems. 

Woodbury refers to many other indica- 
tions for radiation therapy and has pro- 
duced an article which is a classic and 
should be read in its entirety by all who 
are interested in physical therapy. 


DRYING UP LACTATING BREASTS 


For drying up lactating breasts, Dr. 
Charles L. Larkin, of Waterbury, Conn., 
in M. J. & Record, April 20, 1927, recom- 
mends the use of “AC” or Bender bandages 
as far superior to the usual inelastic sheet- 
ing or muslin bandage. 

The nipples are well covered with boric 
acid ointment and a sterile dressing ap- 
plied. Then, using a three-inch Bender or 
"-as bandage, a figure-of-eight dressing is 
placed around the upper thorax and 
breasts and strips of adhesive applied 
front, back and over the shoulders to keep 
the bandage i in position. Usually the breasts 
are painfully engorged in about twelve 
hours, but the patient can be helped 
through this period by placing ice bags over 
the bound breasts and by the judicious use 
of sedatives. 

At the end of two weeks the breasts will 
have regained their original, non-lactating 
size, but the patient should continue wear- 
ing the bandage for at least one month. 


ARTERIAL OCCLUSION IN THE LIMBS 
(Raynaud’s Disease, Intermittent 
Claudication, etc.) 


The clinical types, diagnosis and treat- 
ment of arterial occlusions in the limbs are 
discussed by Dr. J. A. Chavany in the 
Monde Médical, July 1, 1927. Often such 
an occlusion is not manifested in the early 
stages. Chavany thinks that, in patients 
beyond their fiftieth year, any pain in the 
lower limbs which is clearly not rheuma- 
tismal; any cramps occurring suddenly, but 
more especially which wake the patient at 
night, should be suspected by the physician 
and necessitate a complete examination of 
the aterial system. 

For diagnosis of existing occlusions, 
sphygmo-oscillometry is particularly expe- 
dient and reliable. 

Occlusions having as their basis syphilis 
or some other general disease should be 
treated by specific methods. 

In cases without a specific basis, the 
treatment may be either medical or surg- 
ical; or by physical or mechanotherapy. 

In intermittent claudication, diathermy, 
hot air and carbogaseous baths may be 
used. If the symptom originates from 
senile arteritis of severe type, periarterial 
sympathectomy is suggested. 

In Raynaud’s syndrome, organotherapy is 
indicated. But periarterial sympathectomy 
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gives its best results in this condition. 

In arteritis with dry gangrene, absolute 
rest in bed is indicated, the lower limbs 
being wrapped in cotton wool after treat- 
ment with balsam of Peru ointment. Mumi- 
fication of the limb will be hastened by hot 
air treatments. Diathermy should not be 
employed. 

Alkalines and insulin, together with 
dietary restrictions, are indicated for moist 
gangrene. 

In the algid types the author employs 
luminal (phenobarbital) in doses of 0.10 
Gm. (1% grains) at bedtime, and finds it 
especially useful for relieving nocturnal 
cramps. 

Irradiation of the affected part might be 
tried, but diathermy has given no results. 


PAINFUL FEET AND NEUROLOGIC 
AFFECTIONS 


Dr. Charles Rosenbeck, of New York, in 
M. J. & Record, April 6, 1927, discusses the 
varied abnormal, painful phenomena that 
manifest themselves in the feet and which 
predicate the existence of underlying neu- 
rological disease. The orthopedist is usually 
the first to be consulted for such conditions. 

Dr. Rosenbeck thinks that a few simple 
neurological tests should be made in cases 
of obscure foot pains, with or without 
sensory disturbances, that are not explain- 
able by circulatory or static defects. Efforts 
to elicit the knee or ankle jerks or testing 
sensibility are not difficult procedures, and 
should be carried out as a routine measure, 

Any variations from the normal may in- 
dicate serious neurologic disease which 
has made its presence known by either 
well-defined or obscure foot symptoms. 


ULTRAVIOLET RADIATION 


The Department of Health of the City 
of Chicago and the University of Chicago 
have jointly made a series of investiga- 
tions regarding ultraviolet radiation from 
sunlight and incandescent lamps, including 
transmission of the rays through ordinary 
window glass and its substitutes, and also 
of the effects of smoke. 

In a preliminary report by Dr. Herman 
N. Bundesen and associates in J.A.M.A., 
July 16, 1927, they show, on the basis of 
automatically recorded solar spectrums, 
that comparatively little ultraviolet radia- 
tion of known physiologic significance (e.g. 
antirachitic potency) appear in the sun’s 
spectrum during the winter months in Chi- 
cago. 

It was also found that the ultraviolet 
rays are absorbed to a significant degree by 
smoke in the atmosphere. 

Study of certain artificial sources of 
ultraviolet radiation has shown that 300- 
Watt incandescent lamps emit radiation of 
physiologic interest. A lamp with an or- 
dinary glass bulb emitted ultraviolet radia- 
tion comparable to sunlight in the winter 
months. A lamp with a vitaglass (substi- 
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tute for ordinary window glass) bulb was 
far richer in transmitted ultraviolet rays. 
Radiations as far as the region of 2,800 to 
2,900 Angstrom units were detected. Clear 
vitaglass transmitted the ultraviolet rays 
in sunlight nearly as well as quartz. 

The advantages of vitaglass over ordin- 
ary glass are plainly evident in the greater 
ultraviolet transmission permitted by the 
former. 

The findings confirm the previous reports 
by others and by the Council on Physical 
Therapy of the American Medical Associa- 
tion on relative permeabilities to the ultra- 
violet radiations. 

The investigators are making studies in 
regard to the relation of seasonal varia- 
tions of the solar spectrum with morbidity 
and mortality rates. 


MILK INJECTIONS IN CHOREA 


Dr. A. Hymanson, in Arch, Pediat., Oct., 
1926, states that six of seven cases of 
chorea of the rheumatic type, associated 
with endocarditis, showed satisfactory im- 
provement under treatment by milk injec- 
tions. The average duration of the chorea 
was also cut in half. 

The presence or absence of a reaction 
is immaterial. 

In several of these cases there was com- 
plete failure to improve after exhibition 
of the best antirheumatic and antichoreic 
treatment; and the response to milk 
therapy in these very cases seems to be 
a complete justification for the use of this 
remedy. 


CHEST EXAMINATION IN INFANTS 
AND CHILDREN 


The ideas of many physicians as to the 
fundamental principles of auscultation and 
percussion in childhood are somewhat hazy, 
according to Dr. Joseph H. Marcus, of 
Atlantic City, who writes on this subject in 
M. J. & Record for May 6, 1927. 

Dr. Marcus gives very detailed directions 
for the employment of percussion and aus- 
cultation in infants and young children and 
how the findings are to be interpreted. 
Among other points he mentions that the 
percussion note is normally more resonant 
during infancy and childhood than later; 
that it is impossible to percuss the apices 
of the lungs in infancy and early childhood; 
that a sense of more or less resistance is 
always felt on percussion, depending on the 
presence or absence of air in and the den- 
sity of the parts percussed; that the stetho- 
scope (with a small bell) is far preferable 
to the naked ear in the examination of the 
very young; that the respiratory sound 
heard normally in infancy and childhood is 
different from that heard in adult life and 
is bronchovesicular; that the respiratory 
sound is often so feeble in infancy (espe- 
cially if there is disease of the lungs) that 
it is impossible, during ordinary respira- 
tion, to determine its character; that the 
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respiratory sound is diminished on the 
lower side in babies and young children 
when they lie on the side, which is often 
forgotten by physicians who mistake the 
relatively loud, puerile respiration on the 
upper side for bronchial respiration; 
finally, that pleural friction sounds, even 
when there is pleural inflammation, are 
hardly ever heard in infants and young 
children. 


ETHYLENE AS A GENERAL 
ANESTHETIC 


After a fair trial of ethylene, Dr. G. A. 
Johnstone, of Glendale, California, says in 
Am. Med., June, 1927, that he is well 
pleased with the results obtained. He does 
not think that the percentage of gas pains 
is so low (4.2 percent) as has been reported 
by others. 

The patient’s color is more nearly nor- 
mal than with any other generally used 
inhalation anesthetic. 

The fact that the patient wakes imme- 
diately is sometimes an advantage, espe- 
cially if stimulants have to be employed. 

In the author’s series of 100 cases there 
was an average increase of 26 mm. systolic 
and 14 mm. diastolic pressure. In cases 
where hypertension already exists, the 
author’s experience has been that ethylene 
decreases the pressure. 

Postoperative acetonuria was observed in 
about 70 percent of ethylene cases, com- 
pared with 85 percent in an equal number 
of ether anesthesias. 

Tue danger from the possibility of explo- 
sion with ethylene is not greater (if as 
great) than with ether or nitrous oxide. 

Johnstone adds 1 to 5 percent carbon 
dioxide, as a respiratory stimulant. The 
reason for this is that surgeons generally 
insist upon giving morphine preoperatively, 
which is a respiratory depressant. With 
ethylene the lungs are not aerated suffi- 
ciently and proper relaxation is not 
obtained. The addition of the carbon dioxide 
remedies this. 


INTRAMUSCULAR INJECTIONS 


In the Med. Rec. for April 30, 1921, Dr. 
John H. Stokes explains why drugs intro- 
duced intramuscularly should be deposited 
on the upper surface of the fascia and not 
in the body of the gluteus maximus muscle 
and tells how to accomplish it. 

The patient must lie prone on a table, 
relax completely, drop the arms over the 
side of the table and place the legs in 
moderate internal rotation, toed in. 

With a needle adapted to the size of the 
buttocks (22 gage: 144, 2 or 2% inches in 
length), make the injection at the inner 
angle of the upper outer quadrant of the 
buttock. The left hand is placed flat on 
the buttock and is drawn firmly downward 
toward the patient’s heel. The needle is 
introduced to its full length by a quick 
stroke, at an angle of 20 degrees from the 
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vertical in a sagittal plane and inclined 
slightly inward. 

‘rest for needle in a blood vessel (if blood 
enters, withdraw needle and begin again 
at a new point); inject the entire contents 
of the syringe; withdraw the needle quickly; 
push the tissues back to their normal posi- 
tion and massage them. Use alternate but- 
tocks for injections. 

The needie points should have a rather 
long bevel and be very sharp. A turned 
point causes much pain. Watch for this, 
as well as for rust and corrosion on the 
needle, 

If much induration and pain follow such 


injections, treat with hot applications and 
massage. 


CARDIOVASCULAR HEADACHE 


According to Dr. Walter H. Lindsey, of 
Philadelphia, in Therap. Gaz., Feb. 15, 
1927, cardiovascular conditions ‘giving rise 
to headache may be of two kinds: first, 
conditions affecting the brain and its cover- 
ings; and second, conditions which indi- 
rectly produce headache because of cardio- 
= conditions in other parts of the 

od 

Of the first type are the headaches asso- 
ciated with high or low blood pressure, 
with sclerosis of the cerebral arteries, with 
endarteritis, thrombosis of the lateral 
sinus, vasodilatation and vasoconstriction. 

Cardiovascular lesions outside of the 
skull may produce headache in two ways: 
either by affecting directly the blood volume 
supplied to the head or by being referred 
according to nerve distribution. 

No treatment can be successful unless a 
definite etiologic diagnosis can be made, 
but the patient must be temporarily 
relieved while this search is being con- 
ducted. 


FEE-SPLITTING AND “ASSOCIATED 
FEES” 


The question of fee-splitting is perennial. 
Dr. Fred R. Fairchild, in California & 
West. Med., June, 1927, proposes that, in 
all cases where an internist and a surgeon 
have cooperated, their fees should be asso- 
ciated; that is, that one statement should 
be rendered, the bill being so itemized as 
to show definitely the obligation to each 
man. By this means the physician would 
make charges commensurate with his serv- 
ices, these to include a just estimate of the 
value of his diagnosis and advice. 

Since the bill rendered would be a joint 
one, the surgeon would assume an equal 
responsibility for those items which might 
seem to the patient, in his misconception of 
relative fee values, to be overcharges, and 
since he would be assuming this responsi- 
bility it would be incumbent on him to 
explain why the physician’s charges were 
just and why they were quite as worthy 
of consideration as any work which he had 
done. 
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The laity would soon become educated to 
a true conception of the relative values 
for medical and surgical services. 


INSULIN-GLUCOSE TREATMENT OF 
SHOCK 


In shock there is perverted body meta- 
bolism. To overcome the exhaustion, a 
source of energy is required to revive the 
dying body cells. Glucose (dextrose) can 
do this, but not alone nor quickly. Insulin 
rapidly oxidizes glucose and enables it to 
supply the needed energy rapidly. 

Glucose (10 to 15-percent solution) is 
injected intravenously, to the amount of 
500 to 2,000 cc., according to the condition. 
For every 3 Grams of glucose, 1 unit of 
U 20 insulin may be used. 

The total amount of insulin to be used 
should be divided into two equal doses, one 
part to be given about fifteen minutes after 
the administration of the glucose has 
started, and the remainder at the end of 
the administration. As long as glucose 
appears in the urine there is no danger of 
an insulin reaction.—Dr. David Fisher, in 
Surg. Gynec. & Obst., August, 1926. 


ICHTHYOL 


Referring to the omission of ichthyol 
from “New and Nonofficial Remedies” an 
editorial in Therap. Gaz., March 15, 1927, 
cites Blaisdell as having sent a question- 
naire regarding this substance to 300 der- 
matologists of the United States. From 
169 answers received Blaisdell concludes 
that a large majority of the dermatologists 
of this country are using ichthyol, includ- 
ing the various synthetic substitutes, find- 
ing it useful and effective in a large num- 
ber of skin diseases. He says that “prac- 
tically without exception the dermatol- 
ogists prefer to judge a drug in the light 
of their own clinical experience.” 

To Blaisdell’s question as to whether 
ichthyol should be reinstated in “New and 
Nonofficial Remedies,” the vote stood 108 
yes and 27 no. 


EPHEDRINE IN DYSMENORRHEA 


In the past few years considerable re- 
search and clinical trial has been made 
with ephedrine, and it is found to possess 
results very similar to epinephrin, being 
quite potent when given by mouth. 

Inasmuch as epinephrin has been found 
to be of some value in cases of dysmenor- 
rhea, which are due to disturbances of the 
sympathetic nervous system, it occurred to 
Lang (Zentralbl. f. Gyndk. 51: 1048, 1927) 
to try the use of ephedrine in cases of this 
type. He has found it quite efficient in 
relieving the pain and in reducing the 
amount and duration of the flow. He gives 
the drug as soon as the pain appears, 
giving % to 1 tablet (each tablet contains 
0.05 Gm.), two to three times a day. The 
smaller dosage should always be used first 
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and then later increased if it causes no 
untoward symptoms, such as cardiac palpi- 
tation. 

If this proves to be of as much value as 
he states, it will be a real addition to our 
therapeutic measures, as epinephrin re- 
quires repeated hypodermic injections, 
which have always been more or less 
ee its use—Am.J, Med. Sc., Aug., 
1927. 


METAPHEN FOR SYPHILITIC 
TUMOR OF EYE 


A report by Drs. Brosius, Peon and 
Eichelbaum in the Fifteenth Ann. Report 
Med. Dept. United Fruit Co., 1926, states 
that a syphilitic iritic tumor with very 
severe symptoms showed no _ regression 
under mercurial and neosalvarsan treat- 
ment. Weekly injections of neosalvarsan 
mixed with metaphen were then begun. 
After the third injection the patient showed 
considerable improvement. After five injec- 
tions of the combined treatment all symp- 
toms and signs completely disappeared, 
with a return of normal vision. 


SODIUM THIOSULPHATE IN MER- 
CURIAL AND ARSENICAL 
INTOXICATIONS 


The literature shows that sodium thio- 
sulphate acts as an antidote for a whole 
group of toxic metals. 


Dr. Manuel D. Rojas in the Fifteenth 
Ann. Report Med. Dept. United Fruit Co., 
1926, reports 2 cases of bichloride of mer- 
cury poisoning and 1 case of severe derma- 
titis exfoliativa, due to arsphenamine 
injections, treated with excellent results by 
sodium thiosulphate. 

In the first case the patient swallowed 
22 grains of bichloride of mercury and 
was not given proper attention until the 
following day, when she was almost com- 
pletely collapsed. After 9 days treatment 
with sodium thiosulphate, intravenously 
and orally, she made a complete recovery. 

In the second case, 2 tablets of bichloride 
of mercury had been swallowed and 
absorbed. Intravenous and oral adminis- 
tration of sodium thiosulphate obtained 
recovery in about 9 days. 

The patient in the third case showed a 
three-plus Wassermann reaction.  Injec- 
tions of arsphenamine were always fol- 
lowed by urticarial manifestations, ter- 
minating in severe dermatitis exfoliativa. 
The administration of sodium thiosulphate 
at this stage resulted in an immediate sub- 
sidence and there was complete recovery 
after 10 days’ treatment. 

Dr. Rojas states that this particular case 
left him with the strongest impression as 
to the beneficial influence of sodium thio- 
sulphate treatment in metallic intoxica- 
tions. 
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ACETARSONE 


The important feature of stovarsol 
(acetarsone) was its possibility, on oral 
administration, of being a prophylactic for 
syphilis. But its unmistakable prophylactic 
effect was counterbalanced by the necessity 
of unsuitably high dosage. 

Further work in recent years has shown 
that acetarsone is of great value in amebic 
dysentery and other protozoan infections of 
the alimentary tract, as well as in artificial 
malaria. This latter quality is of impor- 
tance in the extended use of induced 
malaria in the treatment of general 
paresis. 

There is also some reason to believe that 
acetarsone can be administered advantag- 
eously in the treatment of established 
syphilis when other means cannot be 
employed. It is markedly spirocheticidal. 

As regards the prophylaxis of syphilis, 
there is always the hope of future work 
establishing stovarsol on a more satisfac- 
tory basis in regard to this desideratum. 
It is the least toxic arsenical administered 
orally.—J. of Chemotherapy, Sept., 1926. 


CREEPING ERUPTION 


A skin disease of human beings has 
recently been recognized and described 
under the name of creeping eruption. It 
is caused by the presence in the skin of the 
larvae of a nematode parasite, Ancylos- 
toma braziliense or A. caninum, and occurs 
chiefly in the South Atlantic and Gulf 
States, but has been found in New Jersey 
and Oklahoma. 

White and Dove report, in U. S. Dept. 
Agric. Off. Rec., 5 (1926), No. 43, that the 
larvae of these parasites are found in the 
feces of most of the dogs and cats, in places 
where the disease is prevalent. 


INTRADERMAL SALT SOLUTION TEST 
IN SCARLET FEVER 


The intradermal salt solution test is car- 
ried out by injecting intradermally, 0.2 cc. 
of a sterile 0.8-percent aqueous solution of 
sodium chloride and recording the time 
necessary for the disappearance of the 
wheal formed. In normal persons this time 
is 60 minutes or more, but it is reduced in 
various diseases. 

Dr. Beatrice R. Lovett, in Am. J. M. Sc., 
April, 1926, reports results of the test in 
60 scarlet fever patients. Those who were 
only slightly ill had normal or nearly nor- 
mal times. In moderately severe cases the 
time was usually between 30 and 40 min- 
utes, and in every sick patient 6 to 30 
minutes, In the absence of complications 
the time of disappearance returned rapidly 
to normal. 

Urticaria was associated with shortened 
disappearance time. A time of less than 
30 minutes suggests the giving of scarlet 
fever antitoxin. 
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IMPENDING DEATH -UNDER 
ANESTHESIA 


What to do in the emergency of a threat- 
ened anesthesia fatality is a problem which 
must be faced by every surgeon, if not by 
every practitioner. 

Dr. Hamilton Bailey, in the Practitioner 
for June, 1927, says that patients who stop 
breathing and give rise to anxiety while 
under a general anesthetic may be divided 
into two main classes: 

1.—Blue asphyxia (primarily respira- 
tory). 

2.—White asphyxia (primarily cardiac). 

In blue asphyxia there is seldom any need 
for serious concern. The anesthetist hav- 
ing cleared the air-way, got the tongue for- 
ward and administered oxygen, artificial 
eereera usually brings about a restitu- 

ion. 

White asphyxia calls for a calm, organ- 
ized mass effort on the part of the whole 
theater staff. So far as possible each should 
have a specific duty. A bottle of fresh 
epinephrin (1:1,000) and a syringe fitted 
with a 3% inch needle should always be 
at hand. Artificial respiration apparatus, 
precordial hot packs, intracordial injection 
of epinephrin and cardiac massage, is the 
order in which the case should be treated 
and this should be continued for at least 
twenty minutes. 


SYPHILIS AND MARRIAGE 


The question of syphilis and marriage— 
especially syphilis discovered after mar- 
riage—is discussed by Dr. John A. Kolmer 
in Therap. Gaz., for January, 1927. 

A patient with a persistently positive 
blood Wassermann reaction and the spinal 
fluid changes of neurosyphilis should not 
marry, regardless of the amount of specific 
treatment he has received. 

A patient who had syphilis several years 
previously, followed by a period of specific 
treatment, may marry if a thorough phy- 
sical examination reveals no evidence of 
the disease and the blood and spinal fluid 
reactions are negative. 

The author discusses the chances of a 
husband or wife contracting syphilis from 
a spouse with open or latent lesions. Apart 
from direct infection, a wife may contract 
infection from a syphiltic fetus (paternal 
conceptional syphilis). Kolmer considers 
that the mother of a syphilitic child is 
always syphilitic and should be treated, 
even if her Wassermann reaction is nega- 
tive (falsely negative). 

The criteria for specific treatment of a 
wife of a syphilitic are as follows: (a) 
the presence of even suspicious clinical 
manifestations, even though the Wasser- 
mann reaction is negative; (b) the occur- 
rence of a positive Wassermann reaction, 
even though there are no clinical manifes- 
tations; (c) the birth of a syphilitic child, 
even though there are neither clinical 
manifestations nor positive Wassermann 
reactions in the mother. 
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The detection and specific treatment of 
infection of a husband by a wife who is a 
chronic, latent syphilitic is often a matter 
of extreme delicacy which must be man- 
aged with great tact in order not to destroy 
family happiness. 


NEOSALVARSAN COMBINED WITH 
IMMUNE SERUM 


As the result of experimental work on 
syphilitic mice, Dr. W. Krantz (in Muench. 
med. Wchnschr., Feb. 18, 1927) found that 
the injection of immune serum permitted 
reduction of the sterilizing dosage of neo- 
arsphenamine. 

Neoarsphenamine, according to the 
author, probably weakens the virulence of 
the spirochetes and the immune serum 
destroys these weakly virulent exciters. 

Seven syphilitic mice treated with the 
combination of equal parts of neosalvarsan 
and pee serum may be regarded as 
cured. 


GONORRHEAL EPIDIDYMITIS 


Various etiologic 
designated as 
epididymitis, 

Dr. P. S. Pelouze, of Philadelphia, writ- 
ing in the Therap. Gaz. for January, 1927, 
considers that infected urine, under pres- 
sure of a full bladder and full posterior 
urethra, can reach the vas deferens and 
that this is the only worth while explana- 
tion of a gonorrheal epididymitis. When 
the bladder is full the internal sphincter 
relaxes and the posterior urethra becomes 
virtually a part of the bladder. 

To avoid the complication of epididymitis, 
patients should be warned against indulg- 
ing in sexual excitement, coitus or strenu- 
ous physical exercise during the existence 
of posterior urethritis, especially if the 
bladder is full. The introduction of instru- 
ments into the posterior urethra should 
also be avoided as well as digital manipu- 
lations of the prostate and seminal vesicles. 


DIPHTHERIA TOXOID 


factors have been 
causative of gonorrheal 


The value of diphtheria toxoid as an 
immunizing agent against diphtheria is 
pointed out by Dr. J. G. Fitzgerald, of the 
Connaught Laboratories, University of 
Toronto, in Ann. Clin. Med., March, 1927. 

“Toxoid” is ordinary diphtheria toxin 
subjected to formalinization and heat, by 
which it completely loses its toxicity with- 
out its antigenic properties being affected. 

Experimentally, toxoid was found to 
stimulate antibody production; and in 
human subjects with positive Schick tests, 
doses of 0.25 and 0.5 cc. of toxoid (as pre- 
pared at the Laboratories), respectively, 
developed from 0.1 to 1 unit of antitoxin 
per ce. of blood within two and a half 
months. 

Up to the present, about 120,000 persons 
in Canada have been immunized by diph- 
theria toxoid. About one-fourth show a 
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slight reaction. One or two doses, of the 
size already mentioned, are given at an 
interval of one month. More than 70 
percent of those given two doses have 
developed immunity in less than three 
months. 


PITUITARY EXTRACT IN OBSTETRICS 


Dr. Walker Gossett, of Louisville, Ky., in 
Therap. Gaz., Feb. 15, 1927, says that 
pituitrin is indicated in the following con- 
ditions: 

1.—In prolonged labor. 

2.—Where the patient is 
exhausted. 

3.—Where uterine contractions are 
getting weaker. 

4—In uterine 
perineum. 

5.—In the presence of fetal complica- 
tions. 

To make these indications valid, how- 
ever, the following conditions must be 
present: 

1.—Normal relations of head and pelvis. 

2—Engagement of the presenting part. 

3.—Fully or nearly fully dilated or dilat- 
able os. 

4.—Normal presentations. 

Administering pituitrin to hasten 
delivery in normal cases is strongly con- 
demned. 


IDEAL SEX EDUCATION 


becoming 


stasis with head on 


We are at last beginning to talk with 
reasonable frankness and sanity about sex 
matters, and the little article, “School 
Training and Parenthood,” by Dr. Edwin 
A. Kirkpatrick, in Mental Health Bul. for 
April, 1927, is one of the most refreshing 
things we have seen in some time. 

Most sex teaching, hitherto, has con- 
sisted in a catalog of lurid warnings of 
dangers to be avoided, with no effort to 
outline ideals to be attained. Dr. Kirk- 
patrick feels that, before we can make 
much progress, we must free ourselves 
from the fear of evil and belief in its 
power and develop faith in truth, beauty 
and goodness. 

The present generation does not want to 
be preached at. It wants to be told the 
truth and then to be allowed freedom to 
use that truth according to its own light 
and leading. 
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In the ideal marriage there must be the 
highest degree of mutuality in all things, 
especially the sex relation. Where this 
fails, it is largely because of lack of train- 
ing or wrong training on the part of the 
men. 

“Petting” is dangerous for three reasons: 
(1) It frequently goes so far that it ends 
in sexual intercourse, which, under pres- 
ent conditions, is unfortunate; (2) if 
indulged in too strenuously and too often 
it may lead to nervous disorders; and (3) 
it may result in a varied “sex condition- 
ing” which will render it impossible for 
the “petters” ever to get completely and 
permanently in love with one person. 

In dancing, sex feeling is undoubtedly 
present, to some extent, but it is sub- 
limated and disguised by the attendant 
stimuli of the lights and music so that it 
is ordinarily harmless. 

Children must be taught the beautiful 
and constructive powers of sex, and teach- 
ers who regard this function as base and 
ignoble cannot give this teaching. The suc- 
cessful teacher of the young must look 
upon the satisfactory use of one’s sex 
powers as among the most desirable of 
life’s attainments. 


SODIUM IODIDE TREATMENT OF 
GONORRHEAL EPIDIDYMITIS 


Gonorrheal epididymitis is disabling and 
usually requires weeks of hospital treat- 
ment. 

Dr. W. A. Hutchinson in the Fifteenth 
Ann. Report Med. Dept. United Fruit Co., 
1926, reports 6 cases of epididymitis 
treated by sodium iodide, intravenously, 
and considers that, next to operative treat- 
ment, this procedure has proved most effi- 
cacious. 

The treatment consists in putting the 
patient to bed with a suspensory bandage 
to support the testicles, and ice caps, kept 
applied to the affected part. He is given a 
diuretic mixture to alkalinize the urine. 
Then he is given 31 grains of sodium iodide, 
intravenously. This dose is repeated the 
third day. Although some patients ceased 
to complain of any pain and were able to 
walk with perfect comfort after the second 
injection, a third dose was given in some 
instances. Iodism was observed in but one 
case, the only white man in the group. 
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LEWIS: BLOOD VESSELS OF THE 
SKIN 


THE BLOOD VESSELS OF THE HUMAN SKIN 
AND THEIR RESPONSES. By Thomas Lewis, 
M.D., F.R.S., Physician of the Staff of the 
Medical Research Council; Physician of 
University College Hospital. London: 
Shaw & Sons, Ltd., 7, 8 & 9, Fetter Lane, 
Fleet Street, E.C. 4. 1927. Price 37s. 6d. 
($9.11). 

This very interesting monograph brings 
together in consecutive form the results of 
eleven years of original investigation by 
the author and others concerning the cutan- 
eous circulation and the action of the 
vessels of the skin in response to local con- 
ditions. It includes some articles on the 
subject already published. 


In the first part of the book the author 
shows that various and widely differing 
irritations of the skin; namely, pricking, 
scratching, stroking, freezing. electric cur- 
rents, heat, ultraviolet irradiation, chem- 
ical stimulants, etc., all produce identical 
physiologic reactions which the author 
terms the “triple response,” including local 
vasodilatation, “flare” and local edema. It 
is also clearly shown that these are in no 
way nervous phenomena but are due alone 
to discharge from the skin cells of a sub- 
stance which the author shows to be a 
metabolite. 


In special chapters devoted to reactive 
hyperemia the author shows that this is of 
the same nature and due to metabolite dis- 
charge, like other cutaneous reactions. 


The sections of the volume dealing with 
anaphylaxis and protein sensitization, in 
the light of the author’s investigations and 
theories, should prove of very great in- 
terest to those pursuing these lines of 
work. 

The book is one of those which, although 
it may not show any immediate applica- 
tion to clinical medicine. yet by the original 
researches presented, plows up new fields 
and offers new aspects of matters which 
might ultimately entirely change the bases 
of diagnosis and treatment. 

A word should be said in praise of the 
excellent tvpography and general make up 
of the book. It should prove an interest- 
ing addition to any physician’s library. 


MYERSON: MENTAL DISORDERS 


THE PSYCHOLOGY OF MENTAL DISORDERS. 
Bu Abraham Myerson, M.D. New York: 
The Macmillan Company. 1927. Price 
$1.40. 

As a general rule, people are very ready 
to discuss the diseases of their thoracic and 
abdominal organs with all and sundry; but 


when it comes to mental diseases they seem 
to feel that some sort of disgrace attaches 
to such maladies, so that they must not be 
mentioned. 

In the present volume, the author has set 
out to lift the veil of secrecy and mis- 
understanding which has so long shrouded 
the whole subject of mental disease and 
bring it out into the wholesome sunlight of 
free consideration. He has_ succeeded 
admirably. 


He divides mental disorders into: major 
(the psychoses, epilepsy and feeble-minded- 
ness) and minor (hysteria, neurasthenia, 
etc.), and decries the use of the word, 
inane, as being illogical and unscien- 
tific. 

The symptoms, including changes in 
moods and thought processes and personal- 
ity changes, of the major mental diseases 
are discussed in a simple and reasonable 
manner, and the various psychoses are 
described. The same is done for the minor 
disorders. 

The influence and value of Freud’s teach- 
ings is sanely and temperately considered 
and estimated as being interesting and 
helpful but by no means the last and only 
word. 

His comments on the legal and social 
aspects of mental disease and on mental 
hygiene are sound and timely. 

The book is written in a pleasing, semi- 
colloquial style which makes it as easy to 
read as a novel (and far more interesting 
than most of them), as it was intended for 
thoughtful laymen. 

Every physician comes in contact with 
cases of mental disease with more fre- 
quency than is generally recognized and, 
unfortunately, overlooks too many of them. 
Every practitioner needs a practical, work- 
ing knowledge of these disorders, so that 
he will be able to recognize or suspect them 
and take the indicated steps promptly. We 
know of no book which will serve this pur- 
pose so well and we heartily recommend 
it to all of our readers. 


MONTAGUE: HEMORRHOIDS 


THE MODERN TREATMENT OF HEMOR- 
RHOoIDS. By Joseph Franklin Montague, 
M.D., F.A.C.S., Of the Rectal Clinic, Uni- 
versity and Bellevue Hospital Medical Col- 
lege; ete. Foreword by Harlow Brooks, 
M.D., F.A.C.P., Professor of Medicine, Uni- 
versity and Bellevue Hospital Medical Col- 
lege; etc. 116 Illustrations. Philadelphia 
and London: J. B. Lippincott Company. 
1926. Price $5.00. 

Dr. Montague’s book is intended for the 
general practitioner who, in selecting a 
treatment for hemorrhoids, finds himself 
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in a dilemma between the archaic opinions 
of textbooks and the many therapeutic fads 
in the current literature. 


Discussing etiologic theories, the author 
leans to the view that ordinarily hemor- 
rhoids are the result of disturbed phy- 
siology, of which they are local symptoms; 
that there is always a primary predispos- 
ing weakness of the vascular tissue, which 
may be inherited; and finally that the 
hemorrhoid is only a local varicosity. There 
are, however, many secondary coadjutant 
factors. 


With these views, the present day 
methods of treating hemorrhoids are dis- 
cussed and an attempt made to put this 
treatment on aé_ rational basis. The 
approved palliative and operative methods 
are described in full detail, with photo- 
graphs and diagrams so that it is a prac- 
tical working-manual. The author gives 
particular attention to medical treatment, 
the socalled injection method which he 
considers legitimate and efficient for simple 
internal hemorrhoids. This method of 
treatment has been left too much in the 


hands of quacks in the United States. It. 


does not call for any special technical skill 
and is well within the province of the 
general practitioner, 

The book is clearly printed and well 
illustrated and will make a valuable addi- 
tion to the library of any practitioner. 


McCOMBS: CITY HEALTH 
ADMINISTRATION 


City HEALTH ADMINISTRATION. By Carl 
E. McCombs, M.D., National Institute of 
Public Administration and New York Bu- 
rau of Municipal Research. New York: 
$5.60 acmillan Company. 1927. Price 
5.50. 


In other countries there is a tendency 
to make it compulsory for public health 
officers to possess a diploma of fitness for 
their position, including public health ad- 
ministration, issued by some authorized 
body. Thus, in England, the diploma of 
public health issued by the Royal Institute 
of Public Health is a sine qua non. We 
have not yet arrived at such a standardiza- 
tion in the United States, but the practice 
of public health administration is in itself 
becoming so standardized that something 
of the kind will eventually be necessary. 

In his book, Dr. McCombs properly 
points out that there is, in general, a defi- 
ciency in our higher educational institu- 
tions in the teaching of public health 
administration. There are but few oppor- 
tunities for the professional training of 
public health officers and sanitarians. 

Dr. McCombs’ book is intended as a 
handbook for such teaching, and that the 
author is fully competent to write it fol- 
lows from the fact that he has, since 1912, 
served on the staff of the New York 
Bureau of Municipal Research and Train- 
ing School for Public Service and in- 
structed several hundred teachers and 
students of government in these subjects, 
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with special reference to public health 
administration. 

This book is not intended to include tech- 
nics and procedures for public health pro- 
fessional workers. It is an administrative 
book, treating of municipal health func- 
tions and the organization and administra- 
tion of measures for the prevention and 
treatment of disease, It is therefore a 
social-economic work which should be of 
great use to all (including physicians) 
interested in public health work or, more 
broadly, in municipal government. It 
naturally deals extensively with the 
administration of city public hospitals and 
all other phases of administrative public 
hygiene. 


LEVINE: PRACTICAL OTOLOGY 


PRACTICAL OToLocy. By Morris Levine, 
M.D. Illustrated. Philadelphia: Lea 
Febiger. 1927. Price $5.50. 

This book is a compilation of the author’s 
clinical lectures at the New York Post 
Graduate Medical School during the past 
twelve years. 

Doctor Levine appears to think the fact 
that his book is individualistic might be 
considered a disadvantage, but to the re- 
viewer it seems that such a quality is a 
distinct advantage, when the author, as in 
this case, has twenty years’ practical knowl- 
edge of otology and has been a postgrad- 
uate teacher for twelve years. Such a man 
is not only qualified but almost bound to 
record his individual experiences. 

The work is not a textbook but a presen- 
tation of the subject of practical otology, 
intended for the undergraduate, the post- 
graduate student and the general practi- 
tioner, the practical details of treatment 
being stressed. 

Dr. Levine lays particular emphasis upon 
the point that the ear patient must not be 
looked upon as suffering from local trouble 
only, but that attention must also be given 
to his general state. This is a point which 
specialists in general often forget. 

The book is well illustrated and of great 
practical value. 


PEABODY: CARE OF THE PATIENT 


THE CARE OF THE PATIENT. By Francis 
Weld Peabody, M.D., Professor of Medicine, 
Harvard Medical School; Visiting Physi- 
cian and Director of the Thorndike 
Memorial Laboratory, Boston City Hos- 
pital. Reprinted by permission from the 
Journal of the American Medical Associa- 
tion. Cambridge: Harvard University 
Press; London: Humphrey Milford, Oxford 
University Press. 1927. Price $1.00. 

Dr. Peabody here presents a skillful and 
stimulating analysis of the art of the phy- 
sician as distinguished from the science of 
medicine. Addressing himself primarily to 
young interns, he emphasizes the fact that 
although the treatment of a disease may 
be entirely impersonal, the care of a 
patient must be completely personal. How 
this ideal may be reached, even in a hos- 
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pital ward, is the theme of many of his 
pages. 

But not only students will profit by the 
essay: it imparts a sense of human sym- 
pathy that every physician will find inspir- 
ing as he faces the day’s rounds, and that 
he needs to renew from time to time. 


MEDICAL CLINICS OF NORTH 
AMERICA 


THE MEDICAL CLINICS OF NORTH AMERICA 
(Issued serially, one number every other 
month). Vol. 10, Nos. 5,6 and 7. Boston 
Number, Heart Number and Chicago Num- 
ber, March, May and July, 1927. IIllus- 
trated. Philadelphia and London: W. B. 
Saunders Co. Price per clinic year (July 
1927 to May 1928). Paper, $12.00; Cloth, 
$16.00 net. 

The March number contains 23 contribu- 
tions concerning cases of interest observed 
in the Boston Hospitals. 

All detailed clinical histories, such as 
those presented in this serial, are of great 
practical importance. In the book under 
notice the papers which seem to be of more 
particular interest to the general practi- 
tioner are those by Dr. H. A. Christian on 
chronic diffuse pulmonary emphysema; the 
paper by Drs. W. H. Robey and L. M. 
Freedman, on the effects of tonsillectomy 
on the acute attack and recurrence of rheu- 
matic fever; Dr. S. Weiss’ paper on the 
clinical aspects of common bile duct 
obstruction; and Dr. J. T. Wearn’s paper 
on the diagnosis of early nephritis. 

The May, 1927, number of this excellent 
serial publication is entirely devoted to the 
heart. In an introduction Dr. David Ries- 
man, of Philadelphia, points out that Mac- 
kenzie’s researches with the electrocardio- 
graph have led to a new science of car- 
diology which has revolutionized older 
concepts, especially as regards the arhyth- 
mias. 

The volume contains 14 contributions em- 
bracing the most recent discoveries in phy- 
siology and anatomy of the heart with the 
technic of disease treatment. 

The opening article by Dr. W. D. Stroud 
is intended to give a simple explanation of 
the electrocardiograph to the general prac- 
titioner. 

The July 1927 number is devoted to 
clinics by Chicago physicians. There are 
twenty-four contributions which are vir- 
tually postgraduate courses on the sub- 
jects treated. 


DUNNE: SURPRISING DREAMS 


AN EXPERIMENT WITH TIME. 
Dunne, New York: 
1927. Price $2.50. 

Did you ever dream of something which 
hadn’t yet happened? Dunne says we all 
do it, if we will take the trouble to watch 
our dreams for a while. He did, and his 
studies of these dreams, in which his per- 
sonal experiences were displaced in time 
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led him to some conclusions that are so 
remarkable as to be revolutionary. 7 

The book is written in such a fascinat- 
ing way that one does not realize that one 
is reading profound stuff, and suddenly 
catches one’s breath to find that one has 
waded out by simple and regular steps 
until one is clear over one’s head without 
realizing it. Having gone so far, one 
struggles on breathlessly to see where the 
author, an English scientist of high stand- 
ing, is going to take us. 

The diagrams in the latter part of the 
book help immensely toward an_ under- 
standing of some very abstruse ideas. It 
isn’t easy reading, but it’s huge fun, and 
when one gets hold of the thing there is 
the exhilaration of having accomplished a 
feat—like swimming the channel or some- 
thing of that sort. 


YOUNG: GYNECOLOGY 


A TEXxT-Book oF GYNECOLOGY. By James 
Young, D.S.O., M.D., F.R.C.S. (Edin.), 
Physician, Royal Maternity Hospital; 
Assistant Gynecologist, Royal Infirmary; 
etc. Containing 183 Illustrations. Second 
Edition. New York: The Macmillan Com- 
pany. 1927. Price $2.75. 

A succinct textbook of gynecology by an 
experienced Edinburgh clinician. 

Although more space is given to the 
more important gynecologic lesions, yet the 
necessity for covering the whole subject 
in little more than 300 pages renders the 
descriptions in most cases too concise to 
be of much value to the average practi- 
tioner, except as a _ refresher of the 
memory. The histologic illustrations are 
hand-drawn. 


JINARAJADASA: PHILOSOPHICAL 
ESSAYS 


THE MEDIATOR AND OTHER THEOSOPHICAL 
Essays. By C. Jinarajadasa, Vice-Pres- 
ident of the Theosophical Society. Wheaton, 
Til.. The Theosophical Press. 1927. Price 
$1.00. 

We are living in an age of enormous 
material discovery and progress and we 
tend to become a materialistic people. If 
we are not careful, in our struggle to gain 
wealth and power and a multitude of 
things, we will lose some of the most beau- 
tiful and valuable possessions in life—love, 
courage, tranquility, vision and the like. 

This small volume of delightful essays is 
an excellent antidote to over-preoccupation 
with concerns which, in the end, do not 
really matter very much. The ideas are 
cheerful and optimistic without being 
dreamy or sentimental; and dignified and 
profound without being obscure. The Eng- 
lish is clear, simple—and faultless. 


The author remarks that the universe is 
a living organism, and explains why it 
must be so. The suggestion that much of 
our socalled education consists in suppress- 
ing us and pasting labels on us is decidedly 
valid and interesting. 
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Why do artists in all lines wield so pro- 
found an influence on humanity? Because 
they see through the objects which look so 
solid to most of us and bring us a message 
of fundamental reality from the other side 
of things—build bridges over which we 
may travel to the land of ideals. The dic- 
tum, “When all is said and done, man’s 
final happiness is in his work,” is so pro- 
foundly true that one wonders why the 
whole world does not accept it at once. 

Those who read this little book through 
once will experience the refreshing sensa- 
tion of having spent an hour or two in a 
high place where the air is pure and the 
sunshine bright: Those who study it will 
find themselves growing, from the inside 
out. 


RICE: THE CONQUEST OF DISEASE 


THE CONQUEST OF DISEASE. By Thurman 
B. Rice, A.M., M.D., Assistant Professor of 
Sanitary Science, Indiana University 
School of Medicine. New York: The Mac- 
millan Company. 1927. Price $4.50. 


In writing this book the avowed objects 
of the author were: to set forth the most 
recent scientific information concerning 
the transmissible diseases; to make the sub- 
ject interesting to the general reader and 
to students who may need to study the 
subject; to emphasize the advances made 
by comparing the past with the present. 
These purposes have in a general way been 
fulfilled; but in a popular manner that 
appeals to the lay general reader rather 
than to the physician. 

It is a difficult matter for a scientist to 
come down to the level of a popular 
audience and present scientific facts in 
simple, easily understood language; on the 
other hand it is difficult to invest popular 
generalities with a scientific air. It seems 
to us that Dr. Rice’s book lies between the 
two. Even if some statements are debat- 
able, it will give the lay reader an interest- 
ing narrative of the manner in which trans- 
missible diseases have been handled in 
modern times. But it will add little if any- 
thing to the physician’s practical knowl- 
edge. In fact, it is a popular rather than 
a medical book. 


MAYO CLINIC PAPERS 7 


COLLECTED PAPERS OF THE MAyo CLINIC 
AND THE MAyYo FOUNDATION. Edited by 
Mrs, M. H. Mellish, H. Burton Logie, M.D. 
and Charlotte E. Eigenmann, B.A. Volume 
XVIII, 1926. Philadelphia and London: 
13 = Saunders Company. 1927. Price 

-00. 


This valuable annual contains all papers 
(either in full, in abstract, or by title only) 
published during 1926 by members of the 
Mayo Clinic or of the Mayo Foundation. 

The volume is intended to be of value 
especially to the general practitioner; and 
those papers which have been judged to be 
most suited for this purpose are given in 
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detail. There are nearly 1,300 pages of 
text and illustrations. 

As in previous years, contributions are 
arranged under regional and systemic head- 
ings, commencing with the alimentary 
tract. 

From many points of view this annual 
volume is one of the most valuable addi- 
tions to any doctor’s bookshelf. 


THOMPSON AND FORD: PULMONARY 
TUBERCULOSIS 


TUBERCULOSIS OF THE LUNGS. A Prac- 
tical Guide for General Practitioners. By 
H. Hyslop Thompson, M.D., D.P.H., County 
Medical Officer of Health and County 
Tuberculosis Officer for Hertfordshire; 
etc.; and A. P. Ford, M.R.C.S., L.R.C.P., 
D.P.H., Clinical Tuberculosis Officer and 
Deputy County Medical Officer of Health 
for Hertfordshire. New York: William 
Wood and Company. 1927. Price $4.00. 


The authors have had much experience 
as tuberculosis medical officers in England. 
The book covers the natural history and 
general medical treatment of tuberculosis 
of the lung. 


The chapters on diagnosis and treatment 
will be found to be of the most value to the 
general practitioner. 

The authors consider the two most essen- 
tial factors in the successful treatment of 
the disease to be early diagnosed and early, 
continued rest, 


WOOD AND ROWELL: HEALTH 
SUPERVISION OF SCHOOLS 


HEALTH SUPERVISION AND MEpICcAL IN- 
SPECTION OF SCHOOLS. By Thomas D. 
Wood, A.M., M.D., College Physician, Ad- 
viser in Health Education, and Professor 
of Physical Education, Teachers College, 
Columbia University; etc.; and Hugh 
Grant Rowell, A.B., M.D., Physician to the 
Horace Mann Schools, Lecturer and Assis- 
tant Physician, Teachers College, Colum- 
bia University; etc. Illustrated. Philadel- 
phia and London: W. B. Saunders Com- 
pany. 1927. Price $7.50. 

Health supervision is defined by the 
authors as the program of health service in 
which school, home and community unite 
their efforts to insure to every child in 
school that fulness of health and healthful 
conditions which are favorable to the best 
growth, development and education of 
which the child is capable. 

The services of the school teacher, school 
nurse and school medical inspector are co- 
operatively enlisted and necessary for the 
fulfilment of this broad program. 


The present book has been written to 
meet the recognized need of a thoroughly 
practical and comprehensive work cover- 
ing all details and aspects of school health 
supervision. The authors do not depend 
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alone on their own wide experience, but 
have reviewed much basic information and 
material from those not only in the United 
States but elsewhere who have concerned 
themselves with the practical problems of 
child hygiene and health promotion. 

The book contains over 600 pages, is well 
illustrated and appears to cover every 
phase of the subject in full detail. It 
should be invaluable as a handbook to every 
doctor engaged in school health work; and 
such a physician will find himself aston- 
ished at the number of things he is sup- 
posed to be concerned with in his duty as a 
school physician, 


WOODWARK: MANUAL OF MEDICINE 


MANUAL OF MEDICINE. By A. S. Wood- 
wark, C.M.G., C.B.E., M.D., F.R.C.P., 
Physicial Lecturer on Medicine and Dean 
of the Medical School, Westminster Hos- 
pital; Senior Physician to the Royal Water- 
loo Hospital for Children and Women; 
etc. Third Edition. London, New York, 
etc.: Humphrey Milford, Oxford Univer- 
sity Press. 1927. Price $4.75. 

The first edition of this work was issued 
in 1912 and the second in 1920. The rapid 
progress in medical knowledge necessitates 
a present third edition to bring it up to 

ate. 

The book is intended as a vade-mecum or 
compend for students and busy general 
practitioners. As the whole field of medi- 
cine is covered in little more than 500 pages 
there is no opportunity for theoretical dis- 
cussions and each pathologic entity is dealt 
with concisely and practically, summariz- 
ing main symptoms and accepted treat- 
ments. 

The book is a handy reference manual 
which fulfils its object. 


STENGEL AND FOX: PATHOLOGY 


A TEXTBOOK oF PATHOLOGY. By Alfred 
Stengel, M.D., Sc.D., Professor of Medicine 
at the University of Pennsylvania; Physi- 
cian to the University Hospital; and Her- 
bert Fox, M.D., Professor of Comparative 
Pathology, and Director of the Pepper 
Laboratory of Clinical Medicine, University 
of Pennsylvania; etc. Eighth Edition, 
Reset. With 552 Text Illustrations. Many 
in Colors, and 18 Colored Plates. Phila- 
delphia and London: W. B. Saunders Com- 
pany. 1927. Price $10.00. 

The text-book of pathology by Professors 
Stengel and Fox is well known, having run 
into eight editions since its first issue in 
1898. 

The present (eighth) edition has been 
considerably revised to bring the book into 
harmony with the most recent acquisitions 
to knowledge. 

The book preserves its character as a 
text for students and practitioners; theore- 
tic and polemic discussions are therefore 
avoided and the work made as self-contain- 
ing as possible. 
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The whole subject of pathology is pre- 
sented in one handy volume of 1100 pages 
divided into two parts—general and spe- 
cial pathology—and profusely illustrated in 
black and white and in colors. 

Every medical library should contain a 
standard textbook on pathology. This is a 
good one. 


INTERNATIONAL CLINICS 


INTERNATIONAL CLINICS. A Quarterly of 
Illustrated Clinical Lectures and Especially 
Prepared Original Articles by Leading 
Members of the Medical Profession 
Throughout the World. Volume II. Thirty- 
Seventh Series, June, 1927. Philadelphia 
and London: J. B. Lippincott Company. 
Price $3.00 per volume; $12.00 per year. 

The June number of this well-known 
quarterly contains the usual number of clin- 
ical contributions from various authors. 
The volume opens with a paper by Dr. W. 
S. Van Leeuwen, of Leiden, Holland, re- 
garding the relation of climate to allergic 
diseases, and suggesting a new treatment 
by the exclusion of “climate allergens” 
from dwellings. 

Other features of interest are the foreign 
“Travel Clinics” and President Coolidge’s 
Address before the American Medical Asso- 
ciation at the Washington meeting, 1927. 


VAUGHAN: MEMORIES 


A Doctor’s Memories. By Victor C. 
Vaughan. Illustrated. Indianapolis: The 
Bobbs-Merrill Company. 1926. Price $5.00. 

Few members of the medical profession 
have had a larger part in shaping its 
development than that played by Victor C. 
Vaughan, and few have had more pictures- 
que lives and antecedents, 

This charming volume begins with a 
genealogical study, wherein the doctor 
traces his ancestry back to (or forward 
from) the 11th century and comments 
upon the habits and foibles of his pro- 
genitors. 

The descriptions of his life, surroundings 
and associates on the farm in Missouri, 
before, during and after the Civil War, 
and of the early years of his education, 
are told with a frank intimacy and wealth 
of detail which bring the picture before 
one. 

The great work of his life was done as 
a student, professor and dean of the Med- 
ical Department of the University of 
Michigan; and to every old Ann Arbor 
student the book will bring back a flood 
of treasured memories, with its pictures 
of old teachers and old buildings and its 
humorous anecdotes of people who have 
passed on and of lecture halls which 
remain only in remembrance. 

Dr. Vaughan’s work in the Spanish- 
American and the World Wars is interest- 
ingly reported, as well as his experiences 
in medical practice and the story of his 
accomplishments since retiring from active 
teaching, in 1921. 
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As a book to be read for pure enjoy- 
ment this can hardly be surpassed—the 
leisurely, humorous, kindly comments of a 
wise and cultured man on the busy and 
active life through which he has passed. 
As an historical document, dealing with the 
development of a great medical center at 
Ann Arbor, it is of solid and permanent 
value. 


CHASE AND SCHLINK: THE WHY 
OF HIGH PRICES 


Your MONEy’s WortH. A Study in the 
Waste of the Consumer’s Dollar. By 
Stuart Chase and F. J. Schlink. New York: 
The Macmillan Company. 1927. Price 
$2.00. 

We all growl a good deal about the dis- 
tressingly high cost of living like civilized 
human beings, but few of us ever stop to 
consider why it is that we must pay two 
or three or more times the prices that we 
paid for the same articles a few years ago. 
Some of the reasons are inherent in the 
nature of material progress and beyond 
our control; others are not. 

The authors of this highly informatory 
and timely volume have set out to put 
before us the facts about the prices we 
have to pay for things—the huge fortunes 
expended in advertising; the psychology of, 
“Nothing is too good for me and my women 
folk;” the ruinous expense of “Keeping up 
with the Joneses;’ the waste of adulteration 
and misrepresentation; and the iniquity of 
charging “all the traffic will bear.” 

The book is an eye-opener; and, while 
the authors quote page and paragraph for 
their statements, every one of us can verify 
most of them from personal experience, 

They make sound suggestions as to the 
remedies, but we can’t apply them unless 
we wake up. 

Everyone who spends money should read 
this book. 


RUDOLF: THERAPEUTIC MALARIA 


THERAPEUTIC MALARIA. By G. de M. 
Rudolf, M.R.C.S., L.R.C.P., D.P.H., D.P.M., 
Assistant Medical Officer, Claybury Mental 
Hospital, London County Mental Hospitals 
Service. London, New York, etc.: Hum- 
phrey Milford, Oxford University Press. 
1927. Price $3.85. 

Owing to the increasing popularity of 
the malarial treatment (benign quartian 
fever) of general paralysis, the author has 
thought it desirable to make a special study 
of it with a view to assist those interested 
in this form of therapy. 

The monograph is based upon a thorough 
survey of the literature and upon an inten- 
sive clinical and laboratory investigation of 
cases being treated in one of the London 
mental hospitals in which therapeutic 
malaria is routine. 

The indications, technic, evolution, bio- 
chemistry, complications, etc., are given in 
detail. 

The monograph should be of particular 
value to those interested in general 
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paralysis, especially in 
tield of therapy. 
plates and charts. 


this promising 
It is well illustrated with 


WANKLYN: SMALLPOX AND 
VACCINATION 


To WHoM Ir May Concern. <A Popular 
Address About Smallpox and Vaccination. 
By Dr. Wanklyn, B.A. Cantab., M.R.C.S., 
L.R.C.P., D.P.H.,. Medical Consultant 
(Smallpox), London, Middlesex, Essex, and 
other County Councils. All Rights Re- 
served. London, E.C. 4: The Voluntary 
Service Fund, 36 Friday Street. 1927. 
Price, One Shilling and Sixpence. 


GREENE AND WELLS; SPEECH 
DISORDERS 


THE CAUSE AND CURE OF SPEECH DIs- 
ORDERS. A Text Book for Students and 
Teachers on Stuttering, Stammering and 
Voice Conditions. By James Sonnett 
Greene, M.D., Director of the National 
Hospital for Speech Disorders; ete.; and 
Emilie J. Wells, B.A., Supervisor of the 
National Hospital for Speech Disorders; 
etc. New York: The Macmillan Company. 
1927. Price $4.50. 

The value of this book lies in the fact 
that the authors have had a long, prac- 
tical experience in correcting abnormalities 
of speech in the National Hospital for 
Speech Disorders, New York. 

The three main classes into which the 
authors consider that all speech disorders 
fall are; stammering, stuttering and 
abnormalities of the voice. 

The book is eminently a practical one, as 
there are precise and detailed exercises 
for every type and phase of speech dis- 
order. 

The work is intended as a textbook for 
students and teachers and it should have 
a place in elementary schools and train- 
ing colleges. The family practitioner, too, 
will be glad to know that there is a prac- 
tical book on this subject, as speech dis- 
orders are common and distressing. 


DEUTSCH AND KAUF: HEART AND 
ATHLETICS 


HEART AND ATHLETICS. Clinical Re- 
searches Upon the Influence of Athletics 
Upon the Heart. By Dr. Felix Deutsch, 
Privatdocent in Internal Medicine at the 
University of Vienna; and Dr. Emil Kauf, 
Assistant at the “Heart Station” in Vienna. 
English Translation by Louis M. Warfield, 
A.B., M.D., Formerly Professor of Clinical 
Medicine at Marquette University Medical 
School; etc. St. Louis: The C. V. Mosby 
Company. 1927. Price $2.50. 

It seems that there has been no recorded 
systematic observation of the heart in 
athletics in this country, although we have 
a greater number of athletes under the 
control of specialists than have any other 
country. 
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According to the authors, Austria makes 
an examination of the heart a requirement 
before participation under the Austrian 
swimming and boxing societies. American 
universities examine the hearts of athletes. 
They could well make enlightening obser- 
vations as to the effects of some of our 
games on the heart. 

The authors state that among the types 
of exercise “which place the greatest 
strain upon the circulatory apparatus and 
therefore most readily lead to changes in 
the heart, rowing, bicycling and skiing 
stand at the top.” 


THEOBALD: MIDWIFERY 





NORMAL MIDWIFERY FOR MIDWIVES AND 
Nurses. By G. W. Theobald, B.A., M.D., 
B. Chir. (Camb.), F.R.C.S. (Ed.), M.R.C.P. 
(Lond.), L.M. (Rot.), Professor of Obste- 
trics and Gynexcology in the Chulalan- 
karana University, Bangkok; etc. London, 


New York, etc.: Humphrey Milford, 
oi University Press. 1927. Price 
3.15. 

This handbook embodies the lectures 


given to nurses while the author was 
Assistant Master of the Rotunda Hospital, 
Dublin. 

The Rotunda Hospital has always been 
considered in the foremost rank of obste- 
tric schools, and a book coming from 
such an authoritative source might be 
expected to include the best current prac- 
tice. Dr. Theobald’s book appears to fulfil 
its purpose in a practical way, covering 
the ground and associated subjects. The 
language is not too technical to be under- 
stood by non-medical persons and it should 
be helpful to nurses who are handling 
obstetric cases. 


FORD: TEXTBOOK OF BACTERIOLOGY 





TEXT-Book OF BACTERIOLOGY. By William 
W. Ford, M.D., Professor of Bacteriology, 
School of Hygiene and Public Health, Lec- 
turer on Hygiene, School of Medicine, 
Johns Hopkins University; etc. Illustrated. 
Philadelphia and London: W. B. Saunders 
Company. 1927. Price $8.50. 

The appearance of a new textbook from 
an authoritative source is always interest- 
ing. 

Dr. Ford is Professor of Bacteriology 
in Johns Hopkins University and his work 
bears the stamp of a vast amount of 
original, painstaking labor in the investi- 
gation, accurate description and illustra- 
tion of species of bacteria collected from 
various sources, including those in the 
laboratories of pathology of McGill and 
Johns Hopkins Universities. 

The textbook aims to give complete and 
accurate descriptions of the micro-organ- 
isms commonly enccuntered in medicine, 


comparative pathology, hygiene and public 
the j 


health. While 


majority of these 
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descriptions have been taken from the 
literature, many are the original work of 
Professor Ford and most of the drawings 
in the book have been made under his per- 
sonal supervision. 

The textbook is intended primarily for 
medical students and medical bacteriol- 
ogists, The vast extent of the ground to 
be covered necessarily obviates theoretical 
discussions and the great bulk of the book 
is devoted to the descriptions of sys- 
tematic bacteriology. 

But in order that the book should be 
self-contained, chapters are devoted to 
methods of technic, to distribution of bac- 
teria and to infection and immunity. Part 
V of the book treats exclusively of the 
spirochetes. 

Bibliographic references are scattered 
discriminatingly throughout the book. 

On the whole, Professor Ford’s book 
seems admirably planned and _ executed, 
and it should rapidly assume an important 
position in the field for which it is in- 
tended. 


SINCLAIR: THE THOMAS SPLINT 





THE THOMAS SPLINT AND ITs MopiIFIca- 
TIONS IN THE TREATMENT OF FRACTURES. 
By Meurice Sinclair, G.M.G., M.B., Ch.B. 
(Edin.), Late Major, R.A.M.C.; Officer in 
Charge Special Fracture Wards, 8 Station- 
ary Hospital, France, 1915-1918; etc. With 
a Foreword by Sir Robert Jones, K.B.E., 
C.B., F.R.C.S. London and New York: 
Humphrey Milford, Oxford University 
Press. 1927. Price $4.50. 

An essentially practical book by an 
orthopedic surgeon who had used the 
Thomas splint (or his own modifications 
of it) extensively and most successfully 
during the World War. 

By the use of the Thomas splint the 
mortality from compound fractures of the 
femur was reduced from 80 percent to 
about 7 percent. 

The monograph should be of particular 
value to the orthopedic surgeon in peace 
or war, and to the practitioner who handles 
fracture cases, because every page is preg- 
nant with exact descriptions of those 
minor details which make for success in 
attaining functional capacity of the limb 
in the treatment of fractures of the long 
bones. These details are further exempli- 
fied by nearly one hundred good illustra- 
tions. 


BOOKS FOR BOYS AND GIRLS 





MACMILLAN BOOKS FoR Boys AND GIRLS. 
(A Catalogue.) New York: The Macmillan 
Co., 60 Fifth Ave. 1927. Sent Gratis. 

A very useful catalogue for those who 
are book-shopping for children. Attrac- 


tively gotten up, with pictures in black- 
and-white and in color, and a list of over 
500 books for children. 
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MULLANPHY HOSPITAL, ST. LOUIS, 
WRECKED BY TORNADO 

The tornado which devastated parts of 
St. Louis a few weeks ago did not spare 
the hospitals. 

The Mullanphy hospital, the oldest of its 
kind in the city, was founded by the Sisters 
of St. Vincent de Paul in 1828, and the 
present structure was built in the 1880’s. 

There were 67 patients in the hospital 
when the storm struck. The roof was 
ripped off and the front wall caved in. 
The Sisters moved the patients into the 
halls and other places of safety and later 
transferred them to other hospitals. 

It is understood that a new building will 
be constructed on another site. 


NEW STEP IN INTERNATIONAL 
RELATIONS OF PHYSICIANS 


The cordial relations of the physicians 
of America, North and South, and their 
colleagues of the Old World were further 
expressed by the appointment of American 
representatives to the editorial cabinet of 
the Acta Dermato-Venereologica published 
under the direction of Dr. Johan Almkvist 
of Stockholm, Sweden. The nominees are: 
Howard Morrow of San Francisco, Howard 
Fox of New York, J. B. Shelmire of Dallas, 
D. R. Smith of Toronto, Pardo Castello of 
Havana, and Herman Goodman of New 
York. 

The Acta Dermato-Venereologica pub- 
lishes original contributions in French, 


German, or English within the fields of 
dermatology, urology, and social hygiene, 
and items of interest of persons or progress 
in these specialties. 

American literary contributions should 
be addressed to Dr. Herman Goodman, 18 
East 89th Street, New York City. 
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THE MOST POWERFUL X-RAY 
MACHINE IN THE WORLD 


The largest and most powerful x-ray 
machine in the world is now undergoing 
a series of tests at the U. S. Bureau of 
Standards in Washington in the hope of 
discovering the most efficient use of the 
machine for medical purposes. 

It is a 12%-kilowatt, Coolidge, water- 
cooled machine, energized by 300,000 volts 
and 50 milliamperes, The most powerful 
machine used until now was only 4/5 kilo- 
watt. 

The new machine is so powerful that 
extensive tests must be made before it can 
be used. 


WEATHER AND HEALTH 


The Florida hurricane killed 400 people, 
injured 6,000 more and caused property 
damage estimated at $100,000,000. 

Medical statisticians have estimated that 
the unusually cold weather in February, 
March and April, 1926, caused the death of 
70,000 people more than normal during 
those months. 
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If, as figured by the actuaries, a human UNITED STATES CIVIL SERVICE 
life is worth $10,000, the actual money loss EXAMINATIONS 
to the Country, due to the inclement 
weather, was $700,000,000. Junior Medical Officer (Interne) 

Applications for junior medical officer 
(interne) will be rated as received by the 
Civil Service Commission at Washington, 
D. C., until December 30, 1927. 

The entrance salary ranges from $1,860 
to $2,400 a year without allowances, or 
$1,260 to $1,860 a year with quarters, sub- 
sistence, and laundry, depending upon the 
qualifications of the appointee as shown in 
the examination and the duty to which 
assigned. 

Full information may be obtained from 
the United States Civil Service Commis- 
sion, Washington, D. C. 


IDENTIFICATION BY X-RAYS 


xa Pe “The J.A.M.A. for May 21 has an article 
¢n identification of a body by x-ray pictures 

-of the frontal and mastoid sinuses. Plates 
taken in 1918 were available and the body, 
shipped from India, was readily proven to 
be that of the man whose plates had been 
preserved. The body had been dead for 
months before discovery. 


SURGERY WITH CRUDE 
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DR. ROBLES DISCOVERS PSEUDO- 


LEPROSY An item appeared recently in the New 


York Times describing an operation at sea. 
When off Cape Horn, a sailor developed 
Dr. Rodolfo Robles, of Guatemala, has acute appendicitis. A physician was 

reported to the Academy of Medicine of aboard, but had no surgical instruments. 

France his discovery of a disease which he An operation was required. 

calls pseudo-leprosy. He believes that many The belly was opened with a pair of 

cases now diagnosed as leprosy are_ scissors, and bent spoons and meat hooks 

actually instances of this newer condition were used as retractors. A safety pin kept 
and that a careful study will save thou- the tongue from falling back during anes- 
sands of patients from the “world isola- thesia. 

tion” which leprosy now entails. The patient made a good recovery. 








